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retary of a State Board of Medical Exam- 

iners in which was enclosed a_ booklet 
setting forth the requirements for intern train- 
ing. The letter called particular attention to the 
requirement that, “through designated members 
of its staff, the hospital must provide adequate 
instruction and experience for the interns who are 
in fact fifth year medical students in medicine, 
surgery, obstetrics, and laboratory work through- 
out their terms of service.” The letter was ad- 
dressed to superintendents of the hospitals ap- 
proved by the American Medical Association for 
intern training, but located outside of that state 
and it requested that the requirements of the 
state be brought to the attention of interns who 
intended to practice in that state “so that they 
will not be disappointed when they apply for ex- 
amination, as they will not be admitted unless 


[i August I received a letter from the sec- 
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their instruction meets the standard required by 
the board, even though the hospital is approved 
for intern training.” I assume that this latter 
statement meant, even though approved by the 
American Medical Association. 


A study of the pamphlet setting forth the re- 
quirements of that board made it clear that men 
who had completed a one year’s internship at 
The Johns Hopkins Hospital “would not be eligible 
for the examinations in that state. I brought 
the letter to the attention of the medical board 
of the hospital and I was requested to write to 
the secretary of the board protesting that the 
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requirement of a rotating internship, to the ex- 
clusion of any other type, was unwise and unfair. 
I was also requested to write to the secretary of 
the Council on Medical Education and Hospitals 
of the American Medical Association requesting 
that this tendency toward the specific requirement 
of a rotating internship be given consideration. 
In my letter to the State Board, I pointed out 
why we felt that an internship of one year in a 
teaching hospital, even though of the straight 
service or non-rotating type, was at least the 
equivalent of a rotating service of one year in 
the average hospital, and asked for consideration 
of our claims. 


To this letter, the secretary replied that, ‘The 
board insists that the internship, or fifth year, in 
medicine shall be a general rotating internship to 
round out the medical education.”” He said also, 
“You are looking at this matter from the view- 
point of a teaching institution and not from the 
viewpoint of an official body whose duty it is to 
license well-trained general practitioners to prac- 
tice medicine and surgery.” To that last state- 
ment, I take exception. My letter was not writ- 
ten entirely from the viewpoint of a teaching in- 
stitution, with no other consideration, which was 
implied. It is certainly a fact that the teaching 
hospitals are quite as much interested in turning 
out good doctors as any one else; indeed, that is 
why they are teaching institutions! 


Dr. Cutter, in reply, agreed that the matter is 
one of considerable importance and suggested 
that, if agreeable to Dr. Biering, I present the 
subject at this meeting. As I had raised the ques- 
tion, I felt duty bound to agree to his suggestion. 


I am not pleading the cause of any one hospital, 
but of many. What I say is not said in any spirit 
of rancor, there is nothing personal in my re- 
marks, and my sole desire is to offer constructive 
criticism of what I firmly believe to be a short 
sighted policy which, if pursued, will do more 
harm than good. 


In order to fortify myself with the experience 
and the opinions of others, I addressed a letter to 
a number of hospitals and asked the following 
questions: 


“1 Are the internships in your hospital rotating 
in type? 
Do you believe that the rotating internship is 
the most valuable type to the individual? 
Do you think this type of internship should 
be the only type recognized by State Boards 
of Licensure? 
Please discuss any phases of this problem 
which occur to you.” 


My letter and the questionnaire were sent to 
the following hospitals: 


University Hospitals—Cleveland, Ohio 

Massachusetts General Hospital—Boston, Mas- 
sachusetts 

Peter Bent Brigham Hospital—Boston, Massa- 
chusetts 

Strong Memorial Hospital—Rochester, New 
York 

Duke University Hospital—Durham, North 
Carolina 

Presbyterian Hospita_—_New York, New York 

New York Hospital—New York, New York 

Hospitals of the University of Chicago—Chi- 
cago, Illinois 

Barnes Hospital—St. Louis, Missouri 

New Haven Hospital—New Haven, Connecti- 
cut 

Hartford Hospital—Hartford, Connecticut 

Vanderbilt University Hospital — Nashville, 
Tennessee 


With one exception, these are all teaching hos- 
pitals, selected for that reason, because I felt 
that we have a common cause and because they 
are a fairly representative group of hospitals 
closely affiliated with a representative group of 
medical schools. 


Not one of the persons replying feels that it is 
wise to limit recognition to the rotating intern- 
ship alone. Those who see advantages in a ro- 
tating internship, and they are few, favor a two 
year period. There is general agreement that 
the one year rotating internship is the poorest 
type from every point of view. 


I would like to quote from the replies which I 
received because they add great weight to what 
I have to say. 


One recognized authority said: 


“Personally, I feel that a service which includes 
only three or four months of general medicine 
is entirely inadequate and of very little value, 
while three or four months spent as an assistant 
in the operating room is likely to be positively 
dangerous. I am convinced that most of the poor 
surgery which is done in the United States today 
is attributable to the brief surgical experience of 
the man who has served a rotating internship. 
If I were possessed of Aladdin’s lamp, I would 
certainly so arrange hospital services that the 
first year intern (unless on a straight service like 
yours) would not be permitted to participate in 
major surgical operations and that this experi- 
ence would be restricted to those who have en- 
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tered upon a surgical residency of not less than 
two years’ duration.” 


Dr. Louis H. Burlingham, superintendent of the 
Barnes Hospital, with the approval of the Medi- 
cal Board, wrote as follows: 


“A straight internship offers the following ad- 
vantages over a rotating internship: 


1 More thorough 
Therefore fits doctor better for his life work 
Service usually longer than one year 


Intern is following one type of work all the 
time and so interests follow the same lines 


Does not have rapid changes from one type 
of service to another 

Straight internship is likely to lead to fur- 
ther years of work as assistant resident or 
resident 

Straight internship is apt to be in a teaching 
hospital so that interns should receive better 
instruction, as members of staff are teachers, 
and teaching is going on constantly in which 
the intern may have a part 

Intern realizes his limitations and appreci- 
ates the fact that he should not feel that he 
can, as the result of one year’s internship, 
take care of all conditions whether medical, 
surgical, obstetrical, gynecological, or hav- 
ing to do with a specialty.” 


Dr. Robert H. Bishop, Jr., director of the Uni- 
versity Hospitals of Cleveland, with the concur- 
rence of other staff members, said: 


“It has been my opinion that the efforts of 
State Boards which require a rotating internship 
for licensure are destructive rather than con- 
structive to the best interests of a high quality of 
medical practice. Certainly the movement penal- 
izes the high quality institution which offers 
straight services, and in turn the prospective in- 
tern who must be influenced to some extent in 
seeking internships by the requirements of the 
State Board of Licensure in the state where he 
ultimately intends to practice. 


“I believe that there is definitely a place for 
both the rotating and the straight type of intern- 
ship. There are relatively few hospitals which 
have the facilities or are so organized as to be 
able to offer straight services. These are the 
larger teaching hospitals, and the ones for the 
most part affiliated with recognized schools of 
medicine. Any program of licensure which re- 
stricts the student in his free choice of hospitals 
for advancing his training is in my opinion con- 
trary to the best interests of medical practice.” 

Dr. A. C. Bachmeyer, director of the Univer- 
sity Clinics of the University of Chicago, said: 
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“It is my opinion that the internship which 
provides experience and training in General Med- 
icine and General Surgery, Pediatrics and Gyne- 
cology and Obstetrics would be of greatest value 
to the individual who plans to enter the general 
practice of medicine. I am of the further opinion, 
however, that in our teaching institutions, be- 
cause of the manner in which the members of 
our faculties conduct their clinical work, that the 
straight internships provide a most excellent 
training and that, therefore, the State Boards 
could very well liberalize their regulations in this 
connection. 


“I am firmly convinced, as indicated before, 
that some of our State Boards, particularly those 
of New Jersey and Pennsylvania, should modify 
their regulations. I recall several instances in 
which young men have had four or five years of 
internship, assistant residencies, etc., and were 
unable to obtain licenses in these states because 
their training did not comply with the specific 
regulations of the Licensing Boards, though the 
secretaries of these boards indicated in their let- 
ters that the men possessed qualifications far in 
excess of the usual applicant for examination be- 
fore the board.” 


Dr. Walter Palmer, chief physician of the Pres- 
byterian Hospital, said: 


“It has been my experience in examining nu- 
merous candidates for the National Board of Li- 
censure and for resident on my own service that 
men who have had a rotating intern service are 
not so well trained as those with the so-called 
‘straight’ services. Particularly is this true of 
the one year rotating service. Probably this ex- 
perience may be explained in part by the fact 
that most of the teaching services and the better 
hospitals offer only ‘straight’ services.” 


Dr. Wilmar Allen, director of the Hartford 
Hospital, said: 


“The problem, it seems to me, falls into two 
general divisions which I believe are often con- 
fused. 


“1 What is the best type of internship for the 
fundamental training of the individual doc- 
tor, and therefore the greatest eventual good 
to the community? 


What is the best type of service for the effi- 
cient and smooth conduct of a hospital serv- 
ice by the Administration and Staff? 


“As noted in my letter, all of us here in Hart- 
ford believe that the rotating internship is the 
answer to No. 1. We believe that the straight 
service is the best answer to No. 2. It therefore 
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depends on where the emphasis lies as to the de- 
cision of the type of internship.” 


Dr. N. W. Faxon, director of the Massachu- 


setts General Hospital, said: 


“It depends entirely on what his plans for the 
future are. If he intends to practice in a com- 
munity where he will be required to do general 
medicine, surgery, and obstetrics, a rotating in- 
ternship is undoubtedly the best preparation. If 
he intends to specialize in surgery, medicine, or 
some department of these, there is no disadvan- 
tage and a considerable saving of time in his 
having a straight internship. 


“T have always felt that hospitals should be 
allowed to develop the form of internship or resi- 
dency that they felt was best fitted for their needs 
and for the training of their interns and resi- 
dents. Likewise, I feel that State Boards of Li- 
censure should be more interested in the results 
of the training of interns and be sure that they 
received adequate training rather than to specify 
any particular type of internship.” 


Dr. Hugh Morgan, chief physician of the Van- 
derbilt University Hospital, said: 


“It seems to me to be self-evident that differ- 
ent types of internships are desirable and neces- 
sary if individualization in the training of physi- 
cians is to be obtained. While I am willing to 
agree that a rotating internship might be the best 
experience for a certain type of graduate who is 
planning to go directly into country practice fol- 
lowing his internship, I am convinced that there 
are many medical students who would derive 
greater benefit from an entirely different type of 
training. Moreover, the problem should _ be 
looked at from the point of view of the hospital 
as well as from the point of view of the intern. 
I am willing to concede that some hospitals may 
adequately perform their function in the commu- 
nity with rotating interns on the staff. There 
are other hospitals, however, whose standards of 
performance would be materially lowered if they 
forfeited ‘straight’ internships. 


“State Boards of Licensure are acting in an 
extremely short-sighted way when they refuse 
to license men with special training who have 
not also had a rotating internship. This action 
would automatically bar a relatively large num- 
ber of superior physicians from practicing in 
such states.” 


Dr. Joseph Howland, director of the Peter Bent 
Brigham Hospital, wrote as follows: 


“You may be interested to know that one of 
our former graduates had a medical internship 
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here, then became resident pathologist, resident 
physician, and junior associate in medicine on 
our staff. He then went to a medical school as 
assistant professor of medicine, and later was 
appointed professor of medicine at a medical 
school in Philadelphia, where he had the greatest 
difficulty in satisfying the State Board of Regis- 
tration in Medicine that he was a proper candi- 
date because of his lack of a rotating internship. 


“This matter (my letter) was brought to the 
Executive Committee of the Staff of Peter Bent 
Brigham Hospital. Dr. Christian, physician-in- 
chief, stated that he considers it a positive dis- 
advantage to the man who is to take a straight 
service, and that he would prefer to have appli- 
cants who had not had a twelve months rotating 
service elsewhere. The committee agreed that if 
a rotating internship is of at least two years 
duration, it may be good. The committee ex- 
pressed itself as heartily in favor of Dr. Smith’s 
presenting the matter at a joint meeting of the 
Council on Medical Education and Hospitals and 
the Federation of the State Medical Boards.” 


Dr. Wilburt C. Davison, Dean of the Duke 
University Medical School, said: 


“In answer to your letter of October 25, the 
internships here are ‘straight’ services in medi- 
cine, surgery, pediatrics, obstetrics, gynecology, 
etc. I have discussed the matter with the other 
members of the staff and all believe that they 
provide more valuable intern training than ro- 
tating services. We hope that all State Boards 
of Licensure will recognize straight services in 
any field or specialty, rather than only rotating 
internships.” 


Dr. B. C. MacLean, director and chairman, In- 
tern Advisory Committee, of Strong Memorial 
Hospital, said: 


“Cannot understand purpose of Board of Ex- 
aminers. Presume they wish to insure adequate 
internship training before practice, but believe 
this purpose could be achieved better by estab- 
lishing a list of approved hospitals. Present sys- 
tem admits second-rate institutions which con- 
form to rotation requirements, but excludes many 
outstanding hospitals where straight services only 
are provided. I know of a number of specific 
instances where unusually promising men with 
excellent training have either been excluded in 
these two states or have had to take much less 
desirable training in order to conform to licensing 
laws for practice in Pennsylvania and New 
Jersey.” 


The foregoing excerpts from answers received 
indicate very clearly that there is a large body of 
opinion definitely opposed to the present demands 
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of Boards of Licensure in some states. It may 
be said that these boards are merely carrying 
out the law and that, in many instances, the pres- 
ent boards are not responsible for the law. That 
is undoubtedly true, but it is also probably true 
that in some states those boards have some dis- 
cretion in the matter and could be more liberal 
than they are. Furthermore, the Board of Li- 
censure is probably the best body to undertake 
to bring about a change in the law where a change 
is desirable. 


Let us consider the subjects from other angles. 


I have already stated that the teaching hos- 
pitals are just as much concerned as anyone in 
turning out competent doctors, if for no other 
reason than their pride of accomplishment and 
pride in their product. The same should apply 
to all hospitals. However, hospitals owe an un- 
escapable duty to the public, namely, to provide 
the best type of service to their patients. That 
is their main function. Few will deny that a 
straight service is the better, from the standpoint 
of care of the patients. 


The requirement of a fifth, or intern year, in- 
dicates that in some states, at least, it is felt that 
a four year course in medicine is not sufficient to 
fit a man to practice medicine. Why make the 
hospital responsible for completing his training 
by methods which result in sacrificing the type 
of organization which is for the best interest of 
the patients. 


Should the aim be solely the training of general 
practitioners? If so, then the requirement should 
be a two year rotating service, at least, for cer- 
tainly a one year rotating service will not yield 
the result desired. 


We must recognize that many graduates intend 
to specialize. Is it not desirable, therefore, to 
recognize types of intern service which promote 
such training to the fullest degree? There are 
many competent authorities who feel that it is 
desirable. 


It is my opinion that Boards of Licensure might 
better decide what hospitals are capable of giving 
interns an experience of sufficient value to qualify 
them for registration, recognizing that this may 
be accomplished by various types of service. Some 
may be able to do this in one year while others, 
to produce an equally good result, would require 
two or three years. 


Consider the requirements of that board which 
sent out the letter referred to. I use this merely 


as an example, neither better nor worse than 
others. 
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That state requires supervised instruction and 
experience of twelve months, at least three months 
in medicine and its branches; three months in 
surgery and its branches; the balance of the year 
to be equally divided between the other depart- 
ments of which it specifically mentions experi- 
ence in pediatrics, obstetrics, and laboratory 
work. The pamphlet issued by the board states 
that there “should not be more than four or five 
changes during a single year’s service, more than 
this causes unnecessary confusion.” No one will 
dispute that last statement, I am sure! 


It also states that the intern shall have expe- 
rience in performing necropsies, experience in 
anesthesia, in x-ray, and in dietetics. It further 
specifies that the hospital in which this experi- 
ence is obtained shall have at least seventy-five 
beds and a daily average of at least fifty patients. 
Bear in mind that the secretary of the board, in 
his letter, pointed out that their purpose was to 
license well-trained, general practitioners. Ap- 
parently, it is the belief of the board that a one 
year’s rotating internship in a hospital with a 
daily average of fifty patients will produce a well 
trained general practitioner! I do not think it 
will and I do not believe that most of you think so. 


Consider, for a moment, how such a hospital is 
usually organized. Its patients are of all types, 
more or less mixed together in the wards. There 
is no distinct organization of medical wards, sur- 
gical wards, etc. The visiting staff is usually a 
rotating staff and there is, therefore, no continu- 
ous service with emphasis on definite routines. 
From my observation, there is usually very little 
done for the specific training of the intern in 
such a hospital. 


I submit that in such a hospital with a daily 
average of fifty patients, including medical, sur- 
gical, pediatric, and obstetrical patients and those 
of other specialties, it is not possible to provide 
a service of any value except of the rotating type; 
and I further hold that such a service in such a 
hospital is not, indeed, can not be, as valuable 
to an intern as a straight service in any one of 
the teaching hospitals which I have mentioned 
and in many others, both teaching and non-teach- 
ing, which have well balanced, well organized, 
distinct services. I sincerely believe that any 
competent judge will concur in this statement. 


Yet there are Boards of Licensure which hold 
that a one year rotating service under such con- 
ditions is better than a one year straight service 
in any hospital. Frankly, I believe that such an 
attitude is entirely unsound. 


I recognize that it is absolutely necessary to 
require a rotating service in some hospitals, per- 
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haps in the majority of hospitals, because the 
majority of our general hospitals are too small 


to offer any other type of internship which would - 


be worthwhile. Furthermore, I do not claim that 
the straight service is the only type which should 
be recognized. Each type has its place and each 
makes a distinct contribution. I will go further 
and state that if each man who intends to follow 
general practice indefinitely could have at least a 
two year, preferably a three year, rotating serv- 
ice in a well organized hospital with a sufficient 
number of beds to insure adequate experience in 
the different services, that would probably be the 
best type of experience for him. But it is im- 
possible to provide all such men with such a 
service. 


I desire to speak briefly and specifically of the 
advantages of the straight service in teaching 
hospitals. 


A straight service internship in a teaching hos- 
pital of one year’s duration of the sort I have in 
mind, is a more valuable experience than a one- 
year rotating internship in a small hospital of the 
non-teaching variety. This is due to the many 
opportunities for self-instruction which the teach- 
ing hospital presents, opportunities such as par- 
ticipation in the actual teaching of undergradu- 
ates, attendance at teaching and formal staff 
rounds conducted by leaders in their field, par- 
ticipation in history meetings, in formal staff 
conferences, in clinical-pathological conferences 
and the witnessing of a large number of necrop- 
sies, and, in many instances, the privilege of at- 
tending the meetings of the medical society of the 
institution. All of these advantages have a great 
educational value and they are not to be found 
in the small hospital in America. An exposure 
to four or five different fields of medical work 
for a period of two to three months each does 
not of itself offset the above-mentioned advan- 
tages which straight service internships in teach- 
ing hospitals enjoy. 


Furthermore, I believe that men trained for 
twelve months on a straight service, under such 
conditions as I have outlined, are safer men than 
one who has had a hodge-podge experience with a 
little of everything and not much of anything and 
that with little supervision or direction. They 
will be more conscious of their limitations and 
will not unnecessarily undertake work for which 
they are not qualified. That is a factor of real 
importance, as all of us who have seen the results 
of bungling incompetence fully recognize. In 
these days of rapid transportation and good roads 
a doctor need not take unnecessary chances with 
his patient, by attempting work for which he is 
not competent, except in comparatively few iso- 
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lated districts. I admit that there are locations 
where a man ought to be a general specialist in 
all branches of medicine but a rotating intern- 
ship of twelve months in a hospital caring for 
fifty patients daily will not qualify him. 


I have discussed this subject at great length 
because I believe it is a matter of vital impor- 
tance. I plead for careful consideration of this 
matter and for a more liberal attitude by Boards 
of Licensure in recognizing that no one type of 
internship possesses all the virtues desired and 
that other factors than type of internship should 
be considered in determining a man’s fitness for 
examination and registration. I make this plea 
because I firmly believe that the narrow views, 
now held by some boards, will, in the long run, 
result in more harm than good, because not only 
will they not produce the results desired; but, also, 
types of organization which have been found most 
useful and most productive in the training of 
competent practitioners, consultants, investiga- 
tors, teachers and specialists will be seriously in- 
terfered with unless a broader and more liberal, 
and shall I say, a more enlightened attitude is 
adopted. 


Furthermore, the rigid exclusion from the 
licensing examinations of applicants who have 
not had a rotating internship will in the long run 
deprive the state where such exclusion is in force, 
of some of the best medical talent that would 
otherwise have been attracted to it. The reasons 
for this statement are as follows: 


It is my belief that medical students prefer 
teaching hospitals for internships, as a rule. They 
will seek such internships regardless of whether 
or not they are rotating in character. This means 
that in general the teaching hospitals have the 
pick of the graduating classes and they naturally 
take the best men. Since most of the teaching 
hospitals are straight service hospitals it follows 
that on the whole the best men presenting them- 
selves for licensure in any one year will be those 
who have had straight service internships. If 
a state excludes these men from licensure it will 
be excluding some of the best applicants that 
come to it. Let this policy go on long enough in 
a state and the quality of medical practice in that 
state will fall below that of its sister states where 
no such exclusion policy is in force. Enlightened 
self-interest, therefore, demands that the licens- 
ing boards keep free of restrictions that will tie 
their hands and keep them from getting the best 
men for their respective communities. The duty 
of a state licensing board should not be confined 
solely to keeping out the unfit; it is also the 
board’s duty to do everything it legitimately can 
to attract the best medical talent that is available. 
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Public Relations of Tuberculosis Hospitals 


PHILIP P. JACOBS, Ph.D., New York City 


very clearly what some people think about the 

public relations of tuberculosis hospitals. A 
number of years ago such an institution was built 
in a middle-Western state. Its 50 beds were as 
modern as conditions of that day required and the 
hospital itself, having grown out of something in 
the nature of a public demand, seemed to have be- 
fore it a helpful future. The trustees who man- 
aged the institution, however, were of the very 
straight-laced medical type who leaned over back- 
ward to spell “Ethics” with a capital E, and who 
would have been shocked to have found their 
names appearing in the public print of anything 
so sordid as a daily newspaper. Consequently 
the institution was opened without any flourish of 
trumpets, without even any great publicity ex- 
cept a bare notice of a few inches in one of the 
local papers. The medical profession, social 
workers, and nurses, such as there were in that 
county, were largely ignorant of the fact that the 
hospital was ready or in a position to care for 
tuberculosis patients. For nearly two years that 
institution was about 80 per cent idle, and such 
staff as it had became completely demoralized. 
One day somebody woke up to the fact that some- 
thing was wrong and immediately this somebody 
began to make a big noise about that fact. It 
was not long before people began to inquire about 
the hospital, and patients began to flock to it and 
at the present time a rebuilt 150-bed institution 
is running full, most of the time with a waiting 
list. 


Another story comes to mind of the early days 
of tuberculosis campaigning in New York State 
in 1907, when the Ray Brook State Sanatorium 
represented with its 160 beds practically all the 
available bed capacity in the State of New York 
outside of Greater New York City. Along came the 
State Tuberculosis Committee and began to make 
a great to-do about tuberculosis and before long 
people began to wonder if they had tuberculosis, 
and it was not many months before the State 
Sanatorium with its 160 beds was overcrowded 
and within a year the bed capacity was doubled. 
From that beginning, as a result of promotion, 
publicity, or public relations (call it what you 
will), the tuberculosis hospital equipment of New 
York State outside of Greater New York City was 
increased until at the present time there are more 
than 3,000 beds in this territory where in 1908 
there were only 160. 


i AM reminded of two incidents that illustrate 
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It would be idle to comment and draw lessons 
from these two experiences. They speak for them- 
selves, and, if I said nothing more, these two illus- 
trations should demonstrate the necessity for the 
establishment of public relations by tuberculosis 
hospitals with those agencies and individuals who 
must serve and be served by such institutions. 


Three Major Categories Into Which Public 
Relations of Tuberculosis Hospitals Fall 


The public relations of tuberculosis hospitals 
fall, as I see them, into three major categories. 
There is the necessity for establishing public rela- 
tions with the following groups: 


1 The general public. Unless John Q. Public 
knows about the hospital and appreciates “what 
it’s for’ and “why it’s for,” if I may use that 
expression, the institution will not accomplish its 
purpose. 


2 The specialized groups. Through these groups 
patients are recruited. The doctors, the nurses, 
and the social workers are some of these groups— 
without their aid the tuberculosis hospital fails. 


3 The sanatorium graduates. A tuberculosis 
hospital is in a very real sense like a college or a 
university and its alumni should be among its 
most loyal supporters and promoters. 


I wish to discuss some ways to reach most ef- 
fectively these three groups. It is obvious that 
this paper can hardly pretend to be an exhaustive 
treatment of the subject, but if it will stimulate 
your imagination to an appreciation of the value 
of sound public relations it will have accomplished 
in a measure what it purports to do. 


Four Standard Methods of Reaching the Public 


Take first of all the general public. For nearly 
30 years the National Tuberculosis Association 
and its affiliated agencies have gone up and down 
the length and breadth of the United States in 
highways and byways, in the cellar and on the 
housetop, preaching a simple gospel of health. The 
techniques that they have employed with success 


17 




















in building up the hospital machinery of this 


country, as illustrated so aptly in the experience. 


of New York State which I have cited, are appli- 
cable to the relations that a tuberculosis hospital 
should itself establish with the general public. 
Just because an active tuberculosis association or 
department of health carries on a continuous 
campaign of education is no reason why the tuber- 
culosis hospital should not also tell the commu- 
nity about itself and its place in the taxpayer’s 
budget. 


Newspapers 


The four standard methods of reaching the gen- 
eral public will be discussed in detail. There are 
first of all the newspapers and other periodicals 
that circulate regularly at daily, weekly or 
monthly intervals, in the territory that the hos- 
pital serves. Through these media news and 
factual information about the institution can be 
gotten to the public in an effective manner. Such 
information naturally does not generate itself; 
somebody has to sit down with pen or typewriter 
and work up the copy, send it to the paper and 
follow up the papers to see that it is used. There 
are established techniques for this purpose which 
can be employed, but it is useless to attempt in 
this brief discussion even to mention them. Per- 
mit me, however, to say that in my opinion few 
of our state tuberculosis hospitals, with the pos- 
sible exception of the North Carolina State Sana- 
torium and the Mississippi State Sanatorium, 
have begun to make use of their own house or- 
gans (we call them sanmags) to anything like the 
extent that is possible. Such mediums of expres- 
sion can and should carry the gossip of the in- 
stitution, but they can carry a great deal of addi- 
tional material and can be made effective media 
for reaching the general public not only in the 
institution and in its immediate family but 
throughout the state, city, or county served by the 
hospital. 


Printed Matter 


A second method of reaching the general pub- 
lic is through well selected pamphlets, posters, cir- 
culars, and other kinds of printed matter. Very 
few sanatoria use such material intelligently or 
consistently. Most sanatorium superintendents 
seem to think that if they put a few pamphlets in 
a rack or on a table where the visiting public can 
pick them up if they wish, that is sufficient. The 
opportunities to reach the public in addition to 
those who appear on visiting days are apparently 
lost to the view of most institutional directors. 
What is a tuberculosis hospital for if it is not to 
prevent tuberculosis as well as to cure it, and why 
should not a tuberculosis hospital further its 
greatest aim, prevention, by the distribution of 
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printed matter? The Texas Tuberculosis Sana- 
torium has a very extensive bureau of informa- 
tion and publicity which distributes thousands of 
pamphlets and circulars with good results. The 
hospital itself or the hospital through such 
agencies as the tuberculosis association or other 
groups can use with great effect selected pieces 
of printed matter. It costs money, to be sure, 
but it is a good paying proposition. 


Talks 


What about talks? How many sanatorium 
superintendents cover anything like the complete 
territory of their district with selected talks on 
tuberculosis directed to the lay public? There is 
no reason why sanatorium superintendents, 
members of their medical staffs and also of 
their nursing staffs, should not systematically 
talk tuberculosis year in and year out, 365 days 
in the year. The Manitoba Sanatorium is prob- 
ably as deeply entrenched in the minds and hearts 
of the citizens of that Province as any institution 
of its kind in the United States or Canada, and 
this is due in no small measure to the fact that 
the late Dr. David T. Stewart was accustomed, 
with his little mation picture camera and other 
equipment, to travel over the Manitoba plains 
talking tuberculosis in season and out until people 
knew him from one end of the Province to the 
other. He thus established public relations that 
brought him into the mind and consciousness of 
his public. The spoken word, whether directly 
to a visible audience or over the radio, is a most 
valuable aid in developing public relations. 


Exhibits 


And then there are exhibits. Think of the pos- 
sibilities of making exhibits and using exhibits. 
Sanatoria have plenty of idle people anxious for 
something to do, and there are infinite possibilities 
in making tuberculosis exhibit material. Is it 
not better to do something constructive of this 
character than to putter about with nick-nacks 
or unsalable goods. Think of the opportunities 
for showing displays in windows, in stores, in pub- 
lic buildings, in schools, at county fairs, and in 
dozens of other places. Or consider ways to exhibit 
the hospital to the people. To illustrate what I 
mean, the St. Louis Tuberculosis Society is doing 
a most effective piece of work with its high school 
students in arranging for transportation and 
visits of groups of these students to the Munici- 
pal Tuberculosis Hospital at regular intervals on 
“eome-and-see” tours. They are dispelling by this 
method the fears of these young people and are 
exhibiting the sanatorium in a way that not only 
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creates sound, helpful relations but which in addi- 
tion brings to these people an appreciation of 
what tuberculosis means in the community. 


Establishing Relations With Specialized Groups 


So much for the general public and ways to 
reach them. Think with me for a few minutes 
of some ways of reaching certain special groups. 
I can mention only four out of many that might 
be suggested. 


First, there are the doctors. Dr. S. A. Slater, 
superintendent of the Southwestern Minnesota 
Sanatorium, in Worthington, brings the physi- 
cians in the eight counties that he serves into his 
sanatorium about six to ten times a year. He 
feeds them a good dinner, gives them a chance to 
see any of their home town patients and then 
carries on a clinical demonstration with formal or 
informal papers. The result is that physicians 
in every part of that scattered rural territory are 
constantly sending patients to the sanatorium. 


Doctors 


Probably the most effective part of the plan and 
policy of the. three New York state tuberculosis 
hospitals, is the close relations established between 
the institutions and the physicians in every part 
of the territory that they serve. The tuberculo- 
sis hospital is the private physician’s constant and 
ablest assistant in diagnosis of questionable cases. 
This extension of the hospital to the office of the 
physician is bound to create public relations that 
cannot help but react to the benefit of the tuber- 
culosis hospital. It is almost too trite to suggest 
that a tuberculosis hospital which does not main- 
tain continuous and helpful cooperative relation- 
ships with the medical profession of its territory 
is thwarting the very purpose for which it was 
built—the treatment and prevention of tubercu- 
losis. 


Nurses 


Much that I have just said about doctors ap- 
plies to nurses also. Surely every public health 
nurse in the territory served by the tuberculosis 
hospital, and I might even add the private-duty 
nurse also, should be an agent and a promoter for 
the institution. Not only the specialized tuber- 
culosis nurses who work out from the hospital or 
the tuberculosis clinics, but all public health 
nurses, school, industrial, psychiatric, or of what- 
ever “breed,” should be kept in close touch with 
the hospital. Wise institutional management will 
bring them in at intervals singly and in groups 
for conferences and suggestions. The more also 
the tuberculosis hospital penetrates into the train- 
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ing schools and into the general hospitals, as is 
now being done in many instances, the more will 
the spirit of the tuberculosis hospital permeate 
the nursing profession. 


Social Workers 


The social workers should be reached also, for 
they in turn come across valuable information 
which the hospital should have, information not 
only about the family and economic status of their 
tuberculosis clients but information about fam- 
ilies where tuberculosis is unknown and unsus- 
pected, but in which this wise and well trained 
social worker may be able to suggest a visit to a 
clinic or to the hospital for diagnosis because of 
suspicions of tuberculosis. 


Appropriating Body 


There is one last special group that I shall men- 
tion, and that is the all too obvious one, the appro» 
priating body from whom the money to run the 
sanatorium is secured. Some of them are city 
boards, some county boards, some state legisla- 
tures, and some a combination of these. Many of 
them are composed of politicians without very 
much background or knowledge of tuberculosis, 
but with a certain amount of human sympathy, 
mixed with a desire to keep the tax rate down 
and at the same time to see that the “boys” get 
such political plums as may be ready to pick from 
the political plum tree. I know of appropriating 
bodies where none of the members of the body 
have ever visited their tuberculosis hospital. How 
negligent of the hospital administration to allow 
such a situation to exist. I know others where 
an alderman, supervisor, or commissioner will 
say that he visited the institution once. He 
thinks he knows all about it. The custom de- 
veloped by some forward-looking institutions of 
having not only the immediate, managing, or 
finance committee but the entire appropriating 
body know and appreciate and understand their 
institution is a wise one. Such related business 
groups as Rotary Clubs, Kiwanis Clubs, Cham- 
bers of Commerce, and similar bodies, can easily 
be brought to visit institutions for the tuber- 
culous. They in turn can influence the appropri- 
ating officials. Every opportunity should be 
taken to let these people know that tuberculosis 
is a real daily problem in their midst. One of 
the most skillful exhibits before a legislature that 
I ever knew about was that one in which Dr. 
Henry Boswell of Mississippi brought before the 
body as exhibits A, B, C, and on to Z, patient 
after patient who testified by his very presence 
the need for a tuberculosis hospital, which was 
secured. 
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Sanatoria Alumni 


I have discussed the need for the development - 


of public relations with the public at large and 
with four special groups: the doctors, the nurses, 
the social workers, and the appropriating bodies. 
Another group whose interest and cooperation are 
important is that composed of the tuberculosis 
patients, those in the hospital, those in the out- 
patient department, and the alumni or sanatorium 
graduates. What a wealth of good will lies in the 
lives of these patients who are being restored or 
have been restored to health. The institution has 
an investment in every one of them of hundreds 
or thousands of dollars. Why give it up when the 
patient leaves the institution? The patients who 
go out from a tuberculosis hospital do more even 
than the nurses or doctor to establish its reputa- 
tion, good or bad. If their relations while at the 
sanatorium have been pleasant, helpful, and posi- 
tive; if the hospital has been a friend in need, 
such patients will tell the world about the hos- 
pital and will remove from the minds of potential 
and actual patients much of the fear and stigma 
that ignorance associates with tuberculosis hos- 
pitalization. 


To do this, however, something more than a 
periodical home-coming celebration is required. I 
am thinking of something comparable with the 
techniques used by our progressive colleges in 
keeping their already interested groups alive to 
the value and needs of their institutions. I do 
not mean to ask them for money, but I mean to 
create in them a spirit of solidarity so that they 
will be proud of their institution and will not 
allow politicians or anyone else because of 
ignorance, false economy, or malice to do any- 
thing to weaken its position. 


Conclusion 


And as one last thought, by way of conclusion, 
I wish to say that public relations of the kind I 
have endeavored to visualize for you are not in 
any sense a luxury. They are a vital necessity. 
They are the life-blood of a good tuberculosis hos- 
pital. Without such public relations a tubercu- 
losis hospital is nothing more than an “institu- 
tion” with all the stigma that the term connotes 
and to a certain extent deserves. Public relations 
with the groups that I have indicated and with 
other groups that I have not been able to mention, 
cost money. But what if they do? They bring 
in money, they create good will, they support the 
institution. And by this I do not mean the use of 
public or private funds to build a political machine 
in order to secure support for the hospital. I am 
thinking rather of a studied plan of education for 
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the groups I have mentioned and others, designed 
to help them to understand what the sanatorium 
is and what it is trying to do. 


Value of a Public Understanding That Grows 
from a Public Confidence 


I realize quite readily that appropriating bodies 
for tax-supported institutions, who represent most 
of the group that we are trying to reach, are 
somewhat reluctant if not altogether antagonistic 
toward the appropriation of funds for educational 
work of the kind that I have suggested. Here 
then is an excellent opportunity for the tubercu- 
losis hospital to call on its ally and friend, the 
tuberculosis association to do these things for the 
hospital in a spirit of unselfish cooperation. A 
demonstration of the value of this type of program 
should go far in three years or less toward con- 
vincing a fairly obstinate appropriating body of 
the value of sound public relations. Tuberculosis 
hospitals are valuable to the community that they 
serve first, to the extent that they are helping to 
cure or restore to a degree of working efficiency 
the bodies of men, women, young people, and 
children who have been wrecked by tuberculosis. 
Second, they are valuable to the extent that they 
are removing from the community sources of 
infection that are spreading tuberculosis. And 
third, they are valuable to the extent that they 
inspire confidence on the part of the taxpayers 
of the community in the institution’s ability to 
achieve these aims. The success of a hospital is 
dependent on good medical and nursing skill, the 
physical plant, and the type of equipment avail- 
able. But even more important than personnel 
and plant is a continuous warm and friendly 
relationship with the community. 


One of the earliest demonstrations of tubercu- 
losis hospital treatment was in an old dwelling, 
comparatively unfit and inadequate, which was 
turned into a hospital by the Henry Phipps Insti- 
tute in Philadelphia more than 30 years ago. But, 
even with this type of plant and equipment, the 
hospital succeeded because it had a competent 
medical staff and because it had entrenched itself 
by its service and its educational work in the 
esteem of the neighborhood. I do not mean to say 
that good equipment and good buildings are not 
necessary, but I mean to say that more than these 
physical advantages is an understanding that 
grows out of confidence in the institution, which 
in turn means public relations. This in turn 
grows out of provision for the best treatment 
possible and the establishment and maintenance 
of techniques designed to keep the hospital con- 
stantly before the community in the most favor- 
able light. 
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Standards in Medical Social Work 


RUTH EMERSON, Chicago 


verb “to standardize,” and I worry lest some- 

one think one wishes to standardize or to 
make all social service departments conform in all 
ways. But I looked up the derivation of the word 
“standard” and was cheered to find that it comes 
either from the French “etendard” and/or from 
the Latin “extendere.” Its earliest definition is “a 
rallying point” so that I need not be afraid of it, 
and on the contrary, I believe it will be helpful to 
think of this Statement of Standards for Medical 
Social Service Departments, which I have here, as 
a rallying point for all of us who are interested 
in medical social work. 


T ME, there always appears the ogre of the 


I discovered also that a more recent connota- 
tion of the word “standard” is “a grade of excel- 
lence of advancement generally regarded as right 
or fitting.” It seems appropriate that we should 
begin these group discussions with a considera- 
tion of what makes for “a grade of excellence” 
in medical social service. This approach should 
keep us from the abyss of standardization and 
conformity, and leave us free to consider individu- 
ally the department in which each of us is par- 
ticularly interested, to learn what it is doing, to 
study its organization, and to seek its develop- 
ment in a creative way. 


Medical Social Work an Essential of a 
Well-Rounded Hospital Service 


The primary objective of every medical institu- 
tion is to give adequate care to each patient. 
The institution recognizes the dependence of 
the physician on the personnel and facilities 
within the hospital and in the community, and 
seeks to give a rounded kind of service which 
will help each patient to secure the maximum of 
benefit from the physicians’ knowledge and skill 
and from its resources. Consideration of the 
standards of any department within the hospital 
—medical, nursing, social work, dietary, ete.— 
focuses on the quality of the care made available 
to the patient through the correlation and use of 
the institution’s facilities and of the health and 
social services within the community. Standards 
of service rendered by medical social service de- 
partments may be said, therefore, to be bounded 
on the east by the quality of the professional 
medical care, on the west by the adequacy of the 
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secial service staff, on the south by the general 
standards of living and social endeavor within the 
community, on the north by the adequacy of the 
programs and the performance of the social 
agencies in the community. 


To elaborate this a bit, one sees the social serv- 
ice department as a part of the hospital and clinic, 
and also of the community. The interdependence 
of this department and of other departments 
within the hospital is such that unless all are of 
high quality the social service department is itself 
handicapped in rendering a service of high qual- 
ity. If the community is lacking in facilities for 
various kinds of services to individual patients and 
families, the social worker in the hospital is again 
prevented from helping to meet the need of the 
patient in a truly adequate way. 


For example, in a children’s hospital where 
youngsters may remain over long periods of time, 
as for orthopedic conditions, the normal develop- 
ment of the child requires that he be stimulated, 
that he exercise his muscles and his mind, and 
that he form health habits. Any hospital where 
the energies of such children are not purposefully 
directed can tell you of the behavior problems 
which arise—sometimes, for example, in the 
child’s refusal to eat, or in his obstreperous action 
with other children, sometimes in his insistence 
on going home and his family’s agreement to take 
him before his treatment has been completed. The 
social worker may recognize these needs of the 
child, which are as important to his development 
as is his strictly medical care, but can do little 
about them without a program of occupational 
therapy and school teaching. Or, if in the com- 
munity there is no service for the adult con- 
valescing from pneumonia and he must return to 
a lodging house with inadequate food, the social 
worker’s efforts to help him through this period 
assume undue proportions and are often almost 
negated; or, if there is no resource for a cardiac 
young person to secure vocational training or em- 
ployment, she is enormously handicapped, if not 
prevented, from helping him take his place in 
society. Communities, of course, vary in the 
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completeness of their social and health programs, 
and these affect not only the adequacy of the 
service rendered by the hospital social worker, but 
in some measure definitely influence her practice. 
Nevertheless, with all these variances, and with 
a full awareness that each patient presents a dif- 
ferent medical and social situation which requires 
an individualized approach, it is possible to define 
with reasonable clarity the functions of the med- 
ical social worker. We use this word “function” 
deliberately, to mean activity appropriate to the 
agent in contrast to practice which often differs 
and may be conditioned by expediency or pres- 
sures or ignorance. 


A Statement of Function of Medical Social Work 


The accepted statement of function is based on 
various studies made and tested in a scientific 
way: 


“The activities in which the social service de- 
partment may appropriately engage and which 
should be developed in close collaboration with the 
medical staff, are the following: 


1 Practice of medical social case work 

2 Development of the medical social program 
within the medical institution 

3 Participation in the development of social 
and health programs in the community 

4 Participation in the educational program for 
professional personnel 

5 Medical social research’”’* 


The practice of medical social case work is the 
core of the department’s activities so that it is 
important to consider first what is meant by this 
phrase. The statement reads: 


“Medical social case work involves the study of 
the individual patient’s social situation, interests, 
and needs in relation to his illness, and the med- 
ical social treatment of the patient in collabora- 
ton with him and his physician, when those social 
needs and interests affect the physical and men- 
tal health of the patient.”+ 


This is a pretty concentrated definition and per- 
haps will be clearer to you if I break it down a 
little as is done in one of the studies on which 
the Statement of Standards is built: 


“1 Inquiry into the social situation of hospital 
patients and the reporting of findings to the 
responsible physician. 

2 Determining, in collaboration with the 
physician, the factors in the social situation 
pertinent to the patient’s health and stating 
these as medical social problems or diag- 
noses. 


*“A Statement of Standards to Be Met by Medical Social 
Service Departments in Hospitals and Clinics.” A Report of 
the Committee on Standards—Adopted May, 1936. The Ameri- 
can Association of Medical Social Workers, p. 4 


tIbid., p. 4. 
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3 Setting up, in collaboration with the physi- 
cian, a possible goal or best estate for pa- 
tient to aim for, given the medical problems 
and the social situation of patient, and dis- 
tinguishing the role the social worker is to 
play in plan for helping patient achieve the 
goal. 


4 Executing the social worker’s part in the plan 
for helping patient achieve his best estate.”t 


Putting these points together again we may say 
that the social worker’s job is to help the patient 
make the best adjustment possible in the face of 
his situation (medical and social) in order to pre- 
vent his being socially disabled. 


Service to Individual Patients 


This service to individual patients is the essence 
of medical social work, and no department, no 
matter how many other activities it may be en- 
gaged in, can be said to be truly respectable, i. e., 
have any degree of excellence, unless it con- 
sistently, day after day, is providing a social study 
and treatment program analagous to the doctor’s 
medical study and treatment. In many institu- 
tions this primary function has been submerged 
by secondary functions in which the social work- 
er applies in a fractional way this case study 
method, and in so doing undoubtedly facilitates 
the medical care of a large number of patients, 
but such services have dangers which an analogy 
in the medical field may illumine. A doctor in 
any set-up where large numbers of persons are 
routinely examined, who himself routinely checks 
hearts and lungs, usually does not improve his 
skill as a practitioner, but becomes ‘a less skillful 
physician. In other words, a fractional study of 
an individual by either a physician or a social 
worker is liable to miss important considerations, 
to fail to consider that individual as a total per- 
sonality, and to dull the perceptions of the worker, 
who gradually loses her skill. When a social 
worker has been assigned to the admitting of 
patients to a clinic, to review patients from a 
hospital ward just prior to discharge, to assume 
responsibility for the follow-up of patients, there 
is usually opportunity for only a fractional con- 
sideration of the patient, and a deadening of the 
sensitivity of the worker to a full awareness of 
the medical and social implications which may be 
of great importance to this or that patient. This 
is not to say or to imply that the admission of 
patients to a hospital or clinic may not be an ap- 
propriate function of a social service department, 
but to say that any department which renders 
only services of this character is failing to per- 





t“Functions of Hospital Social Service’—A Report of the 
Committee on Functions (Reprinted from Hospital Social Serv- 
ice, XVII, 1928, 445), p. 479. 
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form its primary function of social case work. 
Many other considerations which enter into a full 
appraisal of appropriate activities may better be 
discussed later. 


Why Some Medical Social Service 
Departments Fail 


One of the factors which perhaps enters as 
much as any into the failure of many social serv- 
ice departments to practice a high quality of so- 
cial case work is the traditional tendency of 
the hospital to use any newcomer to try to patch 
up poor clinic organization. The hospital is con- 
ditioned in part by its tradition of not expecting 
to spend money on its out patient department. We 
find social workers performing services that could 
be performed as well if not better by clerks, some- 
times services more appropriately within the 
nursing field, and at different times covering a 
large gamut of assorted varieties of activities, 
such as arranging for transfusions, calling am- 
bulances, et cetera. Such practice by the in- 
dividual worker or by the workers collectively— 
the department—means oftentimes stagnation 
within the department, and raises a question as 
to whether the hospital as an institution is get- 
ting full value from its social service staff. Again, 
I am not saying that there is only one function 
for the hospital social service department and in 
this statement, which I hope all of you will read, 
you will see that five are listed as definite and im- 
portant. But I wish to turn your attention di- 
rectly to this primary function, out of which other 
functions grow and on which other functions 
depend. It is the cornerstone on which to build a 
department of high quality. 


Building a Medical Social Department of Quality 


I would list as of first importance in building a 
department of quality, the selection of personnel. 
In the early days of medical social work persons 
without special training were drawn from social 
agencies of the community or from the schools of 
nursing. Each year has shown more clearly that 
medical social work is essentially a social case- 
work job with its foundation common to all fields 
of social case work, and that it has an additional 
requirement, namely, the application of these case 
work principles to the clinic or hospital field, 
which requires an understanding of medicine and 
medical organization. The staff, therefore, must 
be composed of individuals who by education and 
experience have knowledge and understanding of 
medical problems and their social implications, of 
medical institutions, and are grounded in social 
casework and have skill in its application to the 
special field of medical social service. 
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Now, if a department knows what its function 
is and has persons qualified to perform that func- 
tion, is there anything more necessary? Yes. On 
the way in which a department is organized de- 
pends to a considerable degree the effectiveness 
with which it is conducted. Again, out of diversi- 
fied practice we have come to see clearly that all 
departments within the hospital should be directly 
responsible to the administrator. The head work- 
er of the social service department should report 
to the chief of the institution; the budget should 
be part of the institution’s budget; policies should 
be in harmony with the institution’s policies. The 
head of the department in common with the heads 
of other departments should be held responsible 
for the administration of the department—the 
employment of personnel, preparation and ex- 
penditure of budget, and should be a member of 
conferences at which policies of the institution 
which have social significance are discussed and 
formulated. 


Further considerations require that we turn 
our attention to the facilities which are available 
to this department. The social worker cannot in- 
terview or counsel with an eighteen year old boy, 
who has a cardiac condition that requires him to 
reorganize his life and consider a different voca- 


_tion, sitting on the edge of a settee in a busy 


waiting-room or standing in a corridor in the 
clinic. It must be possible for the patient and the 
social worker to have a sense of privacy if he is 
going to bring out into the open those considera- 
tions which seem to him to be of particular im- 
portance, or if she is to make him feel that she 
is working with him and the doctor to the end 
that he have as nearly a normal and as satisfying 
life as is possible. Just as medical institutions 
are short of personnel, so most medical institu- 
tions are short of space, and the need for quiet in- 
terview rooms seems not to be taken very serious- 
ly. In connection with facilities I would stress 
the need to have offices accessible to patients and 
doctors, telephone connections, clerical staff, and 
funds for supplementary services. 


Purpose of Medical Social Records 


The purpose of social records is often misunder- 
stood, and their importance not recognized. In a 
recent survey of hospital social service depart- 
ments in New York City, Dr. Haven Emerson 
commented on the variety of records which he 
found—some on 3x5 cards, others consisting of a 
few notes in the worker’s office or on the medical 
chart, and others complete records available to the 
social worker and physician for use in the care 
of the patient. I imagine a similar state of affairs 
exists here in Chicago. If the patient’s medical 
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care is to be planned in the light of his particular 
social situation, it is important that material 


which describes his environment, his attitude to- 


ward his condition, and his social situation be 
available to those who are working with him and 
others who will be working with him at a later 
date. Although doctors and social workers have 
trained themselves so that their memories are 
amazingly full and accurate in regard to patients, 
one needs to select the pertinent and significant 
data and to set them down for further study and 
use. No medical institution would think of hav- 
ing only stray notes written by doctors, and yet 
some institutions are satisfied with that type of 
soeial record. It is impossible to say definitely the 
point at which “enough is enough,” but again 
from studies we do know that without thought, 
which takes time, it is impossible to enter the 
data which will be useful. In a department which 
is concerned with its “level of excellence,” atten- 
tion must be given to recording. This means time 
for the worker to think; the record provides a 
basis for testing her thought and work. 


I find it difficult to arrange these various points 
—personnel, organization, records, facilities—in 
ang weighted order, and I would choose rather to 
arrange them on a circumference of a circle at the 
center of which I place the patient, because they 
all come into being to meet the needs of the pa- 
tient; their utilization converges in meeting the 
needs of the patient. Then I would set this circle 
in a larger eircle called a committee—a committee 
to understand these several points—a committee 
composed of the administration of the hospital, 
the clinical staff, and lay persons who would 
through knowledge of the institution as a whole 
and special interest and understanding help the 
head worker of the social service department think 
through problems in the department to effect a 
more complete integration within the institution 
and the community. For example, not infrequently 
the head worker is weighing the need for another 
staff person, let us say, on the cardiac service, or 
the tuberculosis service, or the pediatrics service. 
Not infrequently she is confronted with the ques- 
tion of how far out of its immediate function the 
department should go in the light of community 
failures, community laek of resources, as, for ex- 
ample, the placement of a chronic cardiac patient 
for whom Oak Forest is most unsuited. Should 
the department find a nursing home for such a 
patient and pay for the patient’s care? Or what 
should the department de in the case of a family 
about to be evicted—a family in which the mother 
has a hyperthyroid condition for which the doctor 
feels it is of the greatest importance that she be 
freed from emotional strain so that the operation 
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may follow most satisfactorily, but no agency in 
the community will pay the rent? Out of experi- 
ence with such cases policies are evolved and joint 
thinking in their formulation is of value. 


How to Secure a Level of Excellence 


A committee conscious of the hospital’s pur- 
pose, of the function of the social service depart- 
ment, interested in and conversant with facilities 
in the community can be of great help in.clari- 
fying such questions and formulating policies. A 
committee with such intimate knowledge will in 
turn be able to interpret the department to 
clinicians, administrators and others in the com- 
munity. Although funds for the social service 
department should be part of the hospital budget, 
hospitals are now, and I believe are going to be 
in the future, so pressed for various expenditures 
that for the social service department to have 
that “grade of advancement generally regarded 
as right or fitting” will require in many instances 
funds greater than those which can be allocated 
out of the hospital budget. In other words, if we 
really care about standards, if we really use this 
statement which has been prepared by the Asso- 
ciation, adopted by the American College of Sur- 
geons, accepted by the American Hospital Asso- 
ciation, as a rallying point, we are going to need 
money for professional social workers, clerks, and 
for other expenditures beyond what is likely to 
come at once from hospital budgets. 


But I hope from what I have already said that 
it is clear that money in itself will not secure a 
level of excellence or determine the level of ex- 
cellence. The “level of excellence” will be ob- 
tained only through the better integration of this 
department within the hospital, and the better 
performance within the department itself; such 
integration requires the intelligent understand- 
ing and interest of a special group of persons who 
make it one of their first jobs. 


I hope that each of you will read this Statement 
of Standards, will see it as a “rallying point” and 
use it to help develop “a grade of excellence” with 
full recognition of the basic principles expressed 
and equally clear recognition of the opportunity 
which it opens up for individual departmental de- 
velopment. 


“One ship sails East and one sails West 
By the self-same wind that blows; 
It’s the set of the sail and not the gale 
That determines the way it goes.” 


Boards can have much to do with the set of 
the sail. 
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Plans and Equipment of a Modern Maternity Hospital 
Sutter Maternity Hospital of Sacramento, California 





The Cribs Are of Stainless Steel Con- 
struction With Attachment for Bathing 
and Dressing the Baby. The Cribs Were 
Especially Designed by the Sutter Hos- 
pital. There Is No Contact With Other 
Babies—All Clothing and Utensils Are 
Individual for Each Crib and Are Steril- 
ized Daily 











One view of the 
Kitchen Showing 
Coffee Urn, Toaster, 
and Serving Trays. 
Ceiling Was Not 
Furred in Order to 
Give More Ceiling 
Space and Height. 
To the Left of the 
Kitchen Is the Cafe- 
teria, and to the 
Right Are the Salad 
Sink and Dishwasher 
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One Nursery With Con- 
necting Washroom for 
Doctors, With Another 
One Without Windows 
Across Passageway. 
Eight Nurseries Like 
T his Accommodate 
Fifty-two Babies. All 
Separate Cribs — No 
Overcrowding. Forced 
Circulation of Filtered, 
Washed, Humidified 85 
Degree Air 


One Delivery Room and 

and Sterilizer Alcove 

Which Serves the Two 

Delivery Rooms and 
Surgery 


HOSPITALS 











through the last several years, would be one 
deserving of the highest praise and a very 
great source of satisfaction to the person con- 
cerned. The writer cannot qualify for either of 
these. 





Te: feat of balancing a hospital budget, 


Our hospital is one of approximately 400 beds, 
is modern in construction, planning, and equip- 
ment. It is a closed hospital. 


An out-patient department, and a very active 
one, for the population served (61,000) is con- 
ducted. Admissions to in-patient service aver- 
ages about 6,100 annually. Patient days for 
1937 are given as an example: 


PATIENT DAYS FOR 1937 





Pravate ...... eta hina eee oe 10,724 
eer errr er reer 10,929 
Compensation Patients ........ 11,067 
NS is ' ris s taal“b is 8 acai ow 1,620 
i. UD ee 520 
Semi-Public (All Maternity)... 1,930 
SE ei wa vinta doeewns en 69,724 

A goers ig as anc ae do aaa 106,514 


This total of 106,514 includes infant patient 
days, amounting to 9,012. 


From the above it will be noted that the bulk 
of our work is public, and of the total public days 
about 94 per cent is free, while the great bulk 
of the work in the out-patient department is also 
free. 


The hospital, while operated by an incorporated 
body, is owned by the city and county, from 
which the hospital receives, annually, a grant 
which is estimated by the Board at the time the 
budget is drawn up. Every endeavor is made to 
keep this estimate as low as possible, and on the 
basis of the amount received for the year 1937, 
for example, works out at $1.59 per public pa- 
tient day. There is no additional or special grant 
for work in the out-patient department, and the 
cost of operating that, while I know it is not en- 
tirely correct from an administrative standpoint, 
is included in the figures given for patient day 
maintenance costs. 


It might be well to point out that our private 
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$4.50, $5.50 and 
$7.00 per day. The $7.00 room is larger than the 
others and has a bathroom. The $5.50 room has 
its own toilet, and the $4.50 rooms share a toilet 
between two. All rooms have running water, are 
wired for telephone and radio, and are all the same 
from the standpoint of furnishings. 


room rates are as follows: 


Flat Rates for Maternity Patients 


In the maternity department pay patients take 
advantage, mainly, of a flat rate, payable at, or 
prior to, the time of admission. This rate pro- 
vides twelve days in-patient care for mother and 
baby, including in its scope all the ordinary, or 
regular, hospital services, use of case room, etc. 
The following is the list: 


Ordinary Rate 
rate perday 
for com- forany 


Flat rate parison’ extra 
Accommodation (12 days) purposes days 
$4.50 private room ....$65.00 $73.00 $4.99 
$5.50 private room .... 77.00 85.00 5.99 
$7.00 private room .... 95.00 103.00 7.49 
$2.50 semi-private room 40.00 46.50 3.12 
$3.00 semi-private room 45.00 52.50 3.53 
$3.50 semi-private room 50.00 58.50 3.96 
$1.75 semi-public 
en eae 28.00 37.50 2.12 


Government Grant 


In New Brunswick this is on a lump sum basis, 
not on a per diem allowance. This hospital re- 
ceives $3,750.00 annually from this source. 


The public wards for the most part are small— 
3 or 4 beds—no public wards as we formerly knew 
them. 


In 1937 we served 622,974 meals. 


The above preamble will, in a general way, 
present an idea of the size and type of our or- 
ganization, as well as setting forth a few particu- 
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lars and statistics which are pertinent, I feel, to 
a paper of this kind. 


This hospital, or the present hospital building, 
was opened for the reception of patients in Oc- 
tober, 1931, being in the course of construction 
for some two or three years, during which time— 
and this includes the most of 1931—the hospital 
facilities were scattered, and consequently some- 
what more expensive. The writer was not asso- 
ciated with this hospital during the period of its 
construction, and not until January, 1932, some 
three months after it was opened. 


Average Patient Day Costs 


Below is set forth the average patient day cost 
for each of the years enumerated. These figures 
include everything which enters into the mainte- 
nance of the hospital, but do not include interest 
on debentures. They include the cost of operat- 
ing the out-patient department. 


1932 1933 1934 1935 1936 1937 
$3.32 $2.80 $2.77 $2.83 $2.69 $2.71 


The subject of balancing the hospital budget 
will therefore be discussed commencing with 
1932, since that was the first full year in which 
the present building was operated. The years 
under discussion will therefore be 1932 to 1937, 
inclusive. 


It has been noted above that annually the Board 
of this hospital estimates, as low as possible, the 
size of the grant likely to be approximately suffi- 
cient for the needs of the hospital, or more 
specifically, the free work carried on therein. At 
this point I might also mention that the hospital 
has a very complete radiological department 
which includes practically the most recent x-ray 
therapy apparatus, has a very active physical 
therapy department, owns a small supply of 
radium, has an electrocardiograph, and other such 
apparatus and equipment, all in very active use, 
for pay and free patients alike. 


In two successive years our estimated require- 
ment from the city and county was reduced very 
materially by the latter. Leaving aside that fact, 
however, and basing our operation on our own 
estimates, we set forth below the situation as it 
existed at the end of each year, commencing with 
1932. Asa matter of interest, before these statis- 
tics are inserted, it may be stated that our average 
number of patients per day is steadily increas- 
ing, as follows: 


1932 1933 1934 1935 1936 1937 
219.1 235.7 237.36 238.34 273.62 291.82 
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FINANCIAL STATISTICS BY YEARS 
Cost of Operation Cash Income 


eee $ 265,559.47 $ 260,214.17 
ee 237,751.81 237,809.60 
ees 240,283.21 248,339.14 
eae 246,230.93 244,007.79 
ae 269,880.73 258,025.09 
ee 288,697.11 280,423.59 





$1,548,403.26 $1,528,819.38 


The break down of this is as follows: 
1 Actual cash collected from patients. 


2 Grant from the city and county, based on 
our own estimated requirements. 


On this basis it will be seen that the difference 
in the Cost of Operation, and Cash Income, 
amounts to $19,583.88 deficit for the six years. 


However, in the year 1933 our estimated re- 
quirement from the city and county was reduced 
to the extent of $14,675.35, and likewise in 1934 
it was reduced by $17,992.06. Consequently, from 
the money actually received from all sources, we 
had, in the six years, a deficit of $52,251.29. I 
am dealing with the matter in both these ways as 
a matter of perfect frankness. 


In preparation of our budget, or any budget, 
we do it, and believe it ought to be done, in a 
departmental way; in other words, the heads of 
the various departments are required to prepare 
their own budget, and then to confer with me, 
as superintendent, in its final preparation for 
presentation to the Board. What happens to any 
departmental budget when it is being considered 
by the departmental head and myself, or by any 
departmental head and a superintendent, need 
not be enlarged upon, other than to say that ob- 
viously, and rightly, it may or may not be modified 
by the superintendent because of the knowledge 
of the latter in connection with the relationship 
of any departmental budget to the subject as a 
whole. 


After the total budget has been considered by 
the Board, and the budget finally determined, each 
departmental head is given a copy of what is 
approved. 


In addition, there is prepared for each depart- 
mental head, by the business office, a set-up, of 
which the attached, from the engineering and 
maintenance department of this hospital, is an 
example. This sets forth the amount allowed 
under the various headings, or break-down, of this 
particular department. These headings are the 
same as used in the cost account of this depart- 
ment, each having its respective place, or num- 
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ber, in the general scheme of organization. At 
the top will be found the headings, and the amount 
of the budget under each, while in the body of the 
statement will be found the monthly expenditures 
under their appropriate headings, as well as the 
total expenditures to date. These pass through 
the superintendent’s office each month, and such 
comments, or action, as may be indicated, made, 
or taken, by the superintendent. 


Obviously common sense is required in the in- 
terpretation since, for example, while our budget 
for fuel in 1937 was $12,200.00, there is no neces- 
sity for becoming excited because in the month of 
January $1542.04 of that was spent. 


A study of this statement is interesting, and 
in spite of the fact that we have had a very mate- 
rial increase in hospital activity this year, and 
some sizeable expenditures not anticipated, or in- 
cluded in the budget, were necessary on the part 
of this department, it will be found we have 
closely adhered to our total budget, namely 
$54,390.50. One or two items, namely, light and 
power, plumbing supplies, replacement and repair 
were exceeded by a small amount. 


The two departments wherein it is most diffi- 
cult, if not impossible, to always adhere to a bud- 
get, are: (1) medical and nursing care, and (2) 
dietary. In the case of the former, demands for 
hospital care have been so great in the year 
1937, and in 1936, that our pupil nursing per- 
sonnel was insufficient to take care of the nursing 
load, and in both these years the budget for serv- 





ices of general duty graduates was materially ex- 
ceeded—in 1937, by $9251. 


The same thing applies to the dietary depart- 
ment. The outlay for provisions has exceeded the 
estimate, partly because of increased costs, and 
partly because of the considerable increase in the 
number of patients, and in a lesser degree the 
personnel required to take care of them. 


In considering the operation of a hospital and 
the necessity, and importance, of a budget, and, as 
well, the desirability of balancing that budget, 
there is one most important fact which escapes 
the average person and seemingly escapes some 
hospital people. This fact is that hospital opera- 
tion is an entirely different matter from the oper- 
ation of an ordinary business—it matters not 
what type of business—in that what the hospital 
has to care for is the need, and not the want. To 
be specific. A man may need a suit of clothes. 
The merchant is not required to supply that need 
unless the man can pay for his clothes. Hotels 
do not supply accommodation, or meals, unless 
people can pay for the service. Hospitals are in 
no such favored position. They must take care 
of the need at all times, whether the patient can 
pay or not. 


One might perhaps write a great deal more on 
a subject of this kind. Brief discussions are, how- 
ever, to my way of thinking, usually sufficient. I 
may say that the patient day cost, and the total 
costs, have to do with maintenance only and do 
not include any interest on debentures. 








Ingersoll Bowditch, trustee and treasurer of 
the Faulkner Hospital, Boston, and member of 
the Boston Hospital Council, died on February 
11, 1938, following an operation performed two 
weeks previously. Mr. Bowditch became inter- 
ested in hospital management several years ago. 
Together with his responsibility as trustee of 
Faulkner Hospital, he was treasurer of the In- 
structive District Nursing Association of Boston, 
and the Jamaica Plain Dispensary. He was trus- 
tee of the Charity of Edward Hopkins and as- 
sistant treasurer of the American Academy of 
Arts and Sciences. He was educated at Harvard 
and Massachusetts Institute of Technology. He 
was a civil engineer, and director of the State 
Street Trust Company, the Massachusetts Cotton 
Mills, and the Massachusetts Hospital Life In- 
surance Company. 
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Ingersoll Bowditch 






Mr. Bowditch was a prominent figure at the 
annual conventions of the American Hospital As- 
sociation and was particularly interested in the 
Trustees’ Section of which he served as chairman 
in different years. He was a type of hospital 
trustee that took a maximum beneficent interest 
in the work of his hospital and in the promotion 
of its efficiency. His contributions to the field 
of hospital service have been noteworthy. This 
kind and generous New England gentleman was 
distinguished for his work in every field having 
to do with the welfare of his fellowmen. He 
gave both of his time and money to the promotion 
of welfare institutions and to the advancement 
in the care of those who were incapacited by ill- 
ness or who were in need of material assistance. 

The American Hospital Association, in com- 
mon with the entire hospital field, suffers a seri- 
ous loss in the passing of Mr. Ingersoll Bowditch. 
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The Problem of Chronic Disease—Part | 


Investigation of Chronic Diseases Under Municipal Sponsorship in 
the Department of Hospitals of New York City 


DAVID SEEGAL, M.D. 


York assumed responsibility for the care of 

the sick in publicly supported hospitals. In 
the intervening period the growth of this humani- 
tarian interest has resulted in great improvement 
in the care of individuals seeking treatment in 
city hospitals. Many opportunities are now avail- 
able in municipal institutions for investigation of 
the nature and control of disease. The Depart- 
ment of Hospitals of New York City has recently 
created a research division in an attempt to meet 
this problem as it pertains to certain chronic dis- 
eases. 


l IS two hundred years since the City of New 


Little need be said here of the salutary effect of 
increased medical knowledge and its practice on 
the decreased mortality rates in the first three 
decades of life. The progress in the control of 
diseases of the later decades has not been so suc- 
cessful. This has led many physicians to seek a 
more comprehensive approach to the problem of 
chronic diseases. Some chronic diseases are not 
limited to the debilitating ailments of old age but 
have their onset in youth and early adult life. 
Early recognition and proper treatment may in 
some instances lessen the severity of the process 
and in others markedly halt its progress. 


Increased Investigation Needed for Better Control 
of Chronic Diseases 


It has been obvious to many thoughtful stu- 
dents that increased investigation in the basic 
sciences is imperative if chronic diseases are to 
be better controlled. Coupled with this need, there 
was the necessity for developing institutions 
where opportunities for careful clinical investiga- 
tion could be made on selected human beings ill 
of chronic disease. In 1884, Montefiore Hospital 
made a beginning in this field and has since made 
many contributions. 


A large part of both the burden and opportu- 
nity for studies of this nature must be assumed 
by publicly endowed institutions. In the course 
of the close cooperation between medical schools 
and municipal hospitals, there have been many 
opportunities for gaining new facts concerning 
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disease processes which have led ultimately to 
striking decreases in both morbidity and death 
rate. Until recently, however, the direction of 
these investigations has not been in the field of 
chronic disease, except for such diseases as tuber- 
culosis, cancer, syphilis, and the psychopathies. In 
Boston, an enlightened public opinion has made 
possible the development of an institution at the 
City Hospital devoted to research. This labora- 
tory is in large part supported by municipal 
funds. 


In recognition of these facts, Dr. Goldwater, 
after consultation with a public-spirited group of 
citizens, took the initiative on April 30, 1935, of 
sponsoring a new auxiliary to be known as the 
Research Council of the Department of Hospitals, 
to foster medical research in-the Department of 
Hospitals and especially to activate and aid a clini- 
cal division to be known as the Research Division 
of Chronic Diseases which the department is set- 
ting up for the purpose of improving the treat- 
ment of baffling and costly diseases of long dura- 
tion.” 


Scientific Committee Is Organized 


A Scientific Committee representing the five 
medical schools and the Department of Hospitals 
was organized. Its members are as follows: 


Representing the Five Medical Schools 

Linn J. Boyd, M.D., New York Medical Col- 
lege 

Arthur C. DeGraff, M.D., New York Univer- 
sity College of Medicine 

J. Crawford Hamilton, M.D., Long Island Col- 
lege of Medicine 

Walter W. Palmer, M.D., College of Physi- 
cians and Surgeons 

Henry B. Richardson, M.D., Cornell Univer- 
sity Medical College 
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Representing the Department of Hospitals 


Ernst P. Boas, M.D., Administrative Con- 
sultant in Chronic Diseases, Department of 
Hospitals 

Alfred E. Cohn, M.D., Member, Rockefeller 
Institute for Medical Research 

Martin H. Dawson, M.D., Clinical Director of 
the Research Division of Chronic Diseases 

Alphonse R. Dochez, M.D., Attending Physi- 
cian, Presbyterian Hospital 

Eugene L. Opie, M.D., Pathologist, New York 
Hospital 

William H. Park, M.D., Department of Health 

Douglas Symmers, M.D., Director of the Divi- 
sion of Laboratories, Department of Hos- 
pitals 


Permanent Home for the Research Division 


On May 28, 1936, a building consisting of a 60- 
bed hospital and associated research laboratories 
was dedicated. On September 4, 1936, the first 
patient was admitted to this temporary unit. The 
permanent home for the Research Division will be 
in the new Welfare Hospital for Chronic Diseases 
which will be ready for occupancy early in 1939. 


The personnel consists of a group especially 
selected for its interests, capability, and under- 
standing of the problems of chronic disease. The 
scientific staff consists of the following full-time 
workers: Two clinical investigators, an immuno- 
chemist, and two resident physicians also en- 
gaged in experimental work. The part-time 
workers consist of a clinical investigator in the 
field of rheumatoid arthritis, two clinical physiol- 
ogists, a cardiologist engaged in the study of ex- 
perimental arteriosclerosis, and a _ psychiatrist. 
The affiliation of the Research Division with the 
College of Physicians and Surgeons, Columbia 
University, has proved stimulating. 


The subjects under investigation are as fol- 
lows: Cirrhosis of the liver, rheumatoid arthri- 
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tis, arteriosclerosis, pulmonary emphysema, pul- 
monary fibrosis, glomerulonephritis, and hemo- 
philia. 

The funds for the institution have come chiefly 
from the municipal budget but additional income 
has been derived from private agencies. The lat- 
ter money has been administered through the Re- 
search Council of the Department of Hospitals. 
The sum expended for investigation during the 
first year of the Research Division’s regime has 
been very small indeed when compared with the 
cost of simple care of patients with chronic dis- 
ease by the City of New York. “The comments 
on the Problem of Chronic Disease” contained in 
this paper states the facts of this case. 


Aims of the Research Division of Chronic Diseases 


The two chief aims at the Research Division of 
Chronic Diseases have been to improve the care 
of the patient with chronic disease and to carry 
out investigations into the nature of selected ill- 
nesses in this category. With respect to the first 
problem, the patients have been given a reason- 
able degree of privacy, have received a consider- 
able amount of individual care by the nursing and 
social service groups, and have been offered many 
opportunities for recreation and useful employ- 
ment of their spare hours. With respect to the 
second objective, the investigative approach has 
been carried on with the full cooperation of the 
administrative members of the Department of 
Hospitals and a real opportunity has been offered 
to obtain a better understanding of a few of the 
baffling problems in chronic disease. 


The aim of all investigators in medical science 
is to develop a cure for a specific disease. Sym- 
bolically, this cure may be looked upon as the 
fruit of a tree. It is obvious that the fruit does 
not appear until the seed has been placed in the 
right type of soil. There then follows careful 
nurture of the seedling and the young tree. Con- 
siderable care, labor and wisdom are often re- 
quired to develop the tree which will produce the 
required fruit. Too often there is little appre- 
ciation for the long years of foundation work 
which have made possible the development of the 
final fruit or the cure. The patience and under- 
standing of municipal administration for the ne- 
cessity of this approach to investigation in chronic 
disease is essential. Progress in the field would 
be defeated by insistence that the worker devote 
himself exclusively to developing “cures” for dis- 
eases. 


There is reason to believe that the opportuni- 
ties made available by the Department of Hospi- 
tals of New York City for such an approach may 
encourage other municipalities to establish simi- 
lar institutions. 
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Comments on Problem of Chronic Disease—Part II 


A Survey of 248 Cases at the Metropolitan Hospital 


ALFRED STEINER, M.D., AUGUSTUS GIBSON, M.D., and DAVID SEEGAL, M.D. 


With the inauguration of the Research Divi- 
sion of Chronic Diseases of the New York City 
Department of Hospitals, it was considered advis- 
able to determine the types of chronic disease in 
one of the municipal hospitals. It was also of in- 
terest to evaluate certain aspects of the natural 
history and medical care of the individual disease 
groups. With this end in view, a statistical study 
was conducted of the case histories of all patients 
ill of chronic disease at the Metropolitan Hospital 
in the period from July 1 to 15, 1936. 


It was at once apparent that of the 1,340 beds 
occupied at the Metropolitan Hospital during the 
period in which this study was conducted, that 
770 were utilized by patients with chronic illness. 
There were no patients ill with malignant growths 
in this group since such patients are cared for in 
a special institute. There were, moreover, 393 
patients treated for pulmonary tuberculosis and 
129 individuals incapacitated by neurological dis- 
ease who were excluded from this study since their 
conditions have been the subject of critical analy- 
sis elsewhere. Furthermore, the scope of the in- 
vestigation at the Research Division does not in- 
clude studies in these diseases. The remaining 
beds were occupied by 173 patients with medical 
conditions and 75 patients with surgical disabili- 
ties. It is these two groups which form the basis 
of this survey. 


The case histories of these 248 patients ill with 
chronic medical and surgical diseases were ex- 
amined for the following facts: 


Age 

Sex 

Race 

Major Diagnosis 

Minor Diagnosis 

Estimated Date of Onset of Disease 
Duration of Previous Hospitalization 
Duration of Stay in Metropolitan Hospital 
Period Between Initial Diagnosis and First 
Hospitalization 

10 Adequacy of Diagnosis and Treatment 

11 Possibilities of Rehabilitation , 


In all but 19 of the 248 cases, adequate infor- 
mation could be secured on all or most of these 
points. 


SCAaANaah_ whe 


From the Research Division of Chronic Diseases, Depart- 
ment of Hospitals, New York City. 
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Major Diagnosis in Chronic Disease Group 


The six major diagnoses in the order of their 
frequency were: 


1 Vascular Disease 

2 Orthopedic Disease 

Rheumatoid arthritis 

Osteoarthritis 

Combined osteo and rheumatoid 
arthritis 

Suppurative arthritis 

4 Diseases of the Extremities 

5 Senility 


3 Arthritis 


Dermatological 
6 Miscellaneous Diseases ; Congenital Syphilis 
Genito-urinary 
Table I shows the number of patients in each 


group. 
Vascular Disease 


Vascular disease made up the largest group, 
consisting of 84 cases or 33 per cent of the total 
number of patients. This group has been sub- 
divided as follows: 


a—Hypertensive cardio-vascular disease or 
hemiplegia due to hypertension, or both—37 

b—Arteriosclerotic heart disease or cerebral 
vessel thrombosis—31 

c—Syphilitic endarteritis of the cerebral ves- 
sels—8 

d—Miscellaneous vascular disease—8 


Fifty-six of these 84 cases were incapacitated 
by a hemiplegia secondary to the etiological agents 
listed above. Hypertension accounted for one- 
half of the cases of hemiplegia. It was consid- 
ered advisable to include the case histories of pa- 
tients with hemiplegia in this study rather than 


to assign them to a neurological classification, 


since this palsy merely represented one aspect of 
generalized vascular disease. 


Cardiac failure occurred in 21 cases of the vas- 
cular group. The paucity of severe heart disease 
caused by rheumatism or syphilis is probably due 
to selection of cases. 


Orthopedic Disease 


Fracture of the neck of the femur was the cause 
of chronic disability in 37 of the 47 cases in the 
orthopedic group. In most of these patients there 
was non-union of the members or absorption of 
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Table | 


TABULATED SUMMARY OF DATA COLLECTED FROM 248 CASE HISTORIES OF PATIENTS 
WITH CHRONIC DISEASE AT METROPOLITAN HOSPITAL, NEW YORK CITY, 
FROM JULY 1 TO JULY 15, 1936 

Total 
Total Average Dura- 
Stayin Duration of tion of Degree 
Hospital Hospital Illness Illness of Disability 
Years Years Years Years 2 3A 3B 


All Groups 61 2 6/12 624 5 11/12 1,434 80 78 81 
Vascular Diseases 84 62 110/12 156 3/12 354 28 18 38 
Orthopedic Diseases 47 63 3/12 160 6/12 212 24 5 18 
Arthritis 42 59 6/12 142 390 16 18 
Diseases of Extremities... 24 53 53 122 13 

Senility 14 82 2/12 441, 0 10 


Num- Average 
ber Average Stayin 
Pa- Age 

tients Patients 


Skin Diseases 13 49 128 8 
Congenital Syphilis 11 9 6/12 9 97 10 
Genitourinary Diseases ... 4 55 3/12 22 
Miscellaneous Diseases ... 9 46 2/12 5) 51 


the head of the femur. Many of these individuals regime. Nevertheless, the majority of the cases 


showed evidence of advanced arteriosclerosis. The 
ten miscellaneous orthopedic cases were confined 
to bed by bone tuberculosis or other joint infec- 
tions. 


Arthritis 


Arthritis was considered the major cause of 
disability of 42 of the 248 patients in this series. 
It was difficult to determine the role played by 
senility in accounting for the infirmities of some 
, of the 20 patients ill with osteoarthritis. There 
were 10 cases of outspoken, advanced rheumatoid 
arthritis and 9 cases exhibiting characteristics of 
both rheumatoid and osteoarthritis. The remain- 
ing three patients were, hospitalized because of 
suppurative arthritis of non-gonococcal origin. 


Diseases of the Extremities 


There were 24 patients with diseases of the 
extremities. The majority of these had advanced 
varicose ulcers. In the remainder, arteriosclerosis 
of the peripheral vessels and thromboangiitis obli- 
terans played the important role. 


Senility 


The only diagnosis that could be made in 14 
patients was that of senility. Cerebral arterio- 
sclerosis may have accounted in part for their 
disability. 


Miscellaneous Diseases 


A miscellaneous group of 27 cases consisted of 
patients ill of generalized skin disease and such 
other conditions as congenital syphilis and the 
irremediable results of prostatic hypertrophy. It 
is possible that some members of this group could 
have been properly cared fer by an ambulatory 
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were considered chronically ill and had been har- 
bored in the hospital for from one to ten years. 


Minor Diagnoses in Chronic Disease Group 


Since the majority of patients in this group 
were over 50 years of age, secondary diagnoses 
of degenerative disease were frequent in the case 
histories. In some instances patients were ill of 
several incapacitating conditions. It was noted 
that several individuals, for instance, bed-ridden 
because of a fractured hip also had severe though 
compensated arteriosclerotic heart disease. It 
seemed likely that the enforced bed rest masked 
potential cardiac decompensation. This situation 
made it difficult to determine major and minor 
diagnosis in some instances. 


Duration of Stay in Metropolitan Hospital 


From Table I it is seen that the hospital stay 
of 248 patients is longest in the groups ill with 
orthopedic disease, vascular disease, and arthritis. 
The total duration of stay in the Metropolitan 
Hospital of the 248 patients considered in this 
survey was approximately 624 years. The aver- 
age hospital stay per patient was, therefore 214 
years. Alexander Matthaey, the Departmental 
Auditor of the Department of Hospitals, has 
shown that the average daily cost per patient at 
the Metropolitan Hospital in the year 1935 was 
$2.60. On this basis it is calculated that the care 
of the patients in this survey from the time of 
their admission to the Metropolitan Hospital to 
the date of this survey, has been $592,176. It 
is further deduced that 105 of the patients in the 
series received a total of 101 years of previous 
hospitalization. If this care was at municipal 
expense at the usual rate of $3.00 per day which 
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A Patient Carrying Out Occupational Therapy. This Man 
Is One of the Subjects Being Studied by Workers 
in the Field of Cholesterol Metabolism 


the city allows for the care of non-paying patients 
in private institutions, an additional sum of 
$110,595 must be added to the total computed 
above. This sum is probably below the actual 
figure since there is no data available on the cost 
of the medical care for previous admissions by 
some of the patients in this series for the earlier 
manifestations of their disease. 


Period Between First Symptom and Initial 
Hospitalization 


There was sufficient data in 190 of the case his- 
tories to show that the average interval from the 
first symptom to the initial hospitalization was 
22 months. Many of these patients were under 
the care of a physician prior to their hospital 
entry but there was no reliable information on 
this point. 

Ninety-two or 48 per cent of the case histories 
complete in this respect showed that the individ- 
uals came to the hospital directly as a result of 
the first symptom. Sixty per cent of the individ- 
uals with hypertension fall into this group chiefly 
because their initial disability was a hemiplegia 
necessitating immediate hospitalization. A simi- 
lar situation prevailed in 80 per cent of the pa- 
tients with fracture of the femur. An interval 
of about 2 years elapsed between the onset of 
symptoms and admission to a hospital in the pa- 
tients with arthritis. Patients with skin diseases 
were the slowest to be hospitalized, the average 
interval being about 3 years. 


Adequacy of Diagnosis and Treatment 


Inadequate diagnosis and treatment was not 
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found to play a significant role in the development 
of the chronicity of illness of the members of this 
series. 


Possibilities of Rehabilitation 


The possibility of restoration to an active and 
potentially self-supporting status was evaluated 
for each patient. From a study of each case rec- 
ord and the individual, the various patients were 
classified in the following categories which have 
been determined by Shipley’. 


1 Aged—A person past the age of 65, able 
bodied and ambulatory, with no infirmities, 
and requiring only general medical, periodic 
supervision and occasional attendant care. 
Infirm—A person, minimum age of 46, with 
some permanent physical disability or weak- 
ness, such person requiring institutional care 
with regular general medical and some spe- 
cialized supervision, with constant attendant 
care and some trained nursing care. 

3 Chronic— 

a—Active—A person with no age limita- 
tions, suffering from a definite symptom- 
atology of long duration and requiring tem- 
porary or prolonged hospitalization, gen- 
eral and specialized constant medical su- 
pervision, constant bed and trained nurs- 
ing care. 

b—Stationary—A “chronic” patient, re- 
quiring permanent hospitalization, regular 
general and specialized medical supervi- 
sion, and constant attendant and trained 
nursing care and considerable bed care. 


In this series, there were no patients in group 
1. There were 80 patients in group 2 and 78 
and 81 individuals in groups 3-a and 3-b respec- 
tively. It was apparent that only members of 
group 3-a could be helped appreciably. Prospects 
of complete rehabilitation appeared good in 36 in- 
dividuals in this group. These patients make up 


A Section of the Chemical Laboratory Where Investigation 
on the Nature of Serum Proteins Is Being Carried On. 
This Research Is Part of the Study on Chronic Diseases 
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One of the Women’s Wards Showing the Spacing Between 
Beds, and the Social Alcove 


15 per cent of the total series of 248 cases. Their 
illnesses consisted chiefly of congenital syphilis, 
the sequelae of frost bite, varicose ulcers or skin 
disease. An additional 6.5 per cent of the total 
group were thought to have a favorable prognosis 
towards moderate rehabilitation. This group con- 
sisted chiefly of patients with rheumatoid 
arthritis. 


Discussion 


A survey of the types of chronic disease has 
been made at the Metropolitan Hospital, New 
York City, in the period July 1 to July 15, 1936. 
Patients with tuberculosis, cancer, and neurologi- 
cal disease have been excluded from this study for 
reasons mentioned previously. 


Miss M. C. Jarrett* has published a comprehen- 
sive study of chronic disease in New York City, 
and Dr. A. E. Cohn’, Dr. E. P. Boas‘ and others 
have emphasized the need of increased care and 
clinical investigation in this field. Our survey made 
at a single institution was aimed to determine the 
types of etiological agents in the production of 
the chronic disability, the period between initial 
diagnosis and first hospitalization, the duration of 
stay in the Metropolitan Hospital, the adequacy 
of diagnosis and treatment, and the possibilities 
of rehabilitation. The data upon which this study 
is based was obtained from 248 unselected case 
histories. The individual patients were observed 
in each instance. 


It is apparent that the chief diseases in this 
series making for chronicity and institutional care 
are vascular disease and diseases of the bones and 
joints. In many instances patients bed-ridden be- 
cause of non-union of fracture of the femur or of 
osteoarthritis have a secondary disability due to 
the stigmata of vascular disease. 


It has been computed that $592,176 is the cost 
of the care of the 248 patients from the initial 
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period of municipal hospitalization to the time of 
the survey. It is probable that an additional 
$110,595 has been expended for minimal hospital 
care for these patients prior to admission to the 
Metropolitan Hospital. This combined figure of 
$702,771 represents only a minor aspect of the 
economic loss to the community entailed by the 
disability of these patients. 


It seems evident from our analyses of the case 
histories that with the present state of medical 
knowledge, little could be done to prevent the 
chronic illness in this group of patients. There 
was no significant inadequacy of diagnosis or 
treatment. It was impossible to prevent the in- 
capacitating accidents of vascular disease. Union 
of the members in fracture of the femur in pa- 
tients of this advanced age group is a difficult 
problem. The progression of rheumatoid arthritis 
in spite of orthodox therapy is apparent in the 
case histories. 


Despite the statements of some enthusiastic 
agencies, interested in the public health, that fre- 
quent visits to such institutions for periodic phy- 
sical examination will help to control the so-called 
chronic degenerative diseases of middle age, our 
data lead us to the conclusion that an attack on 
the fundamental nature of these diseases would 
be a more valuable approach. It cannot be argued 
that it is not to the interest of the municipality 
to attack this problem. On purely materialistic 
grounds the cost of the medical care of the small 
segment of the chronically ill described in this 
paper is enormous in relation to the funds neces- 
sary to carry out studies on the nature and im- 
proved care of the chronic diseases. 


Summary and Conclusions 


1 A survey of 248 patients and their case rec- 
ords has been made at the Metropolitan Hospital, 
New York City, in the period July 1 to July 
15, 1936. 


2 The three major groups were divided as fol- 


lows: Vascular disease 34 per cent, orthopedic 
disease 19 per cent, and arthritis 16.9 per cent. 
The remaining groups are noted above. Patients 
with tuberculosis, cancer, and neurological disease 
are excluded from this study. 


3 It has been shown that the 248 patients have 
spent 624 years at the Metropolitan Hospital at 
the estimated cost of $592,176. An additional 101 
years of hospitalization prior to entry at this in- 
stitution is estimated to have cost $110,595. The 
minimal total hospital cost is considered to be 
$702,771. 


4 It is believed that all the patients in the 
group received adequate diagnosis and treatment 
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within the limitations of present medical knowl- 
edge. 


5 Complete rehabilitation was considered pos- 
sible in only 15 per cent of the total series. These 
patients were ill with congenital syphilis, varicose 
ulcers, the sequelae of frost bite, and skin dis- 
ease. An additional 6.5 per cent of the group 
could look forward to a fair degree of rehabilita- 
tion. 


6 The great majority of the patients, however, 
were hospitalized because of degenerative, trau- 
matic, and infectious disease from which they 
could expect no relief without further advance of 
medical knowledge. 


7 On purely materialistic grounds, the cost of 
the medical care of the small segment of the 
chronically ill described in this paper is enormous 
in relation to the funds necessary to carry out 
studies on the nature and improved care of chronic 
disease. 
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The Carnegie Corporation Makes a Grant 
to the American Hospital Association 


The Carnegie Corporation of New York, 
through the Carnegie Foundation for the Ad- 
vancement of Teaching, made a grant of one thou- 
sand dollars ($1,000) to the American Hospital 
Association for the study of the Cost of Nursing 
Service and Nursing Education. 


The study of the Cost of Nursing Service and 
Nursing Education, which is now being made by a 
joint committee of the American Nurses’ Asso- 
ciation, the National League of Nursing Educa- 
tion, and the American Hospital Association, has 
been initiated in some fifteen hospitals through- 
out the United States and will probably cover 
four or five times this number before the study 
is completed. The committee is making a study 
in selected hospitals through personal visitation 
to determine not only the character and quality 
of the nursing service rendered but the quality 
of the nursing education which the training 
schools affiliated with the hospitals studied are 
providing for the student nurses. 


The work is under the general direction of 
Blanche Pfefferkorn and the accountancy part 
of the work is under the direction of Charles A. 


Rovetta, who has been especially assigned to su- ° 


pervise the cost study. 


It is particularly encouraging to know that the 
Carnegie Foundation for the Advancement of 
Teaching is interested in the training and educa- 
tion of nurses, and the American Hospital Asso- 
ciation appreciates the manifestation of this in- 
terest in the material contribution towards the 
expense of this necessary study of nursing serv- 
ice and the cost of nursing education. 
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Chicago Lying-In Hospital a Unit of the 
University of Chicago Clinics 


The Chicago Lying-In Hospital, for many years 
considered one of the country’s leading institu- 
tions for maternity cases, is to be merged with 
the medical clinic of the University of Chicago. 


The university will take over the hospital’s 
assets of $2,800,000 and, in return, will strengthen 
the hospital financially. The hospital probably 
will be renamed in honor of its founder, Dr. Jo- 
sep B. De Lee. 


The Lying-In Hospital and the University 
Clinic have been affiliated since 1927. For the 
past few years the university has leased the 
ground occupied by the hospital for $1 a year. 


The Lying-In Hospital was founded more than 
forty years ago in four rooms of a tenement at 
Maxwell Street and Newberry Avenue. Dr. De 
Lee, then a young physician, was appalled at the 
conditions prevalent in obstetrics at that time, and 
he resolved to bring about an improvement. In 
the years that followed he built a high reputation 
for his hospital and moved it to larger quarters 
as the needs required. 


The world stands out on either side, 
No wider than the heart is wide; 
Above the world is stretched the sky— 
No higher than the soul is high. 
What.you’d do tomorrow, do today; 
What you’d do today, do right away. 





“Where Do We Go from Here in Dietetics? 


LULU G. GRAVES, New York City 


treatment. Additional diseases are continu- 

ally being found to call for diet therapy, and 
it is reasonable to suppose that they will continue 
to increase. Good nutrition has long been recog- 
nized as a means of protecting maternity and 
childhood and of controlling malnutrition and such 
deficiency diseases as anemia, rickets, and dental 
caries, as well as diabetes and obesity. 


Tosesin the spotlight is on foods and dietary 


More recently food allergies have occupied the 
students of nutrition. Significant to us is a state- 
ment made by Dr. Thomas T. Mackie, attending 
physician at Roosevelt Hospital, New York City 
and research associate, Cornell Medical College, 
to the effect that in food allergies after the diag- 
nosis is made the dietitian’s part is of more im- 
portance than the doctor’s treatment. 


Relation of food to the eye is perhaps the latest 
subject for attention. Investigators have sus- 
pected that a lack of vitamin A in the diet is more 
prevalent than was realized. In The Journal of 
the American Medical Association an article was 
published by Dr. Harold Jeghers of Boston City 
Hospital in which he reports finding vitamin A 
deficiency common in adults. Since vitamin A is 
important in growth and vitality as well as to the 
prevention of xerophthalmia another of his dis- 
closures is even more relevant. He says that this 
deficiency is produced only after years or months 
of a deficient diet, and that, in the group he 
studied, vitamin A deficiency was due chiefly to 
skipping of meals or poor choice of food. 


We shall not go into details of the science of 
dietetics. Let us confine ourselves to the part 
hospitals have played and should continue to play 
in wielding this potent force for the benefit of 
humanity. 


Hospital the First Institution to Employ 
Dietitian 

Hospitals were the first institutions to have 
dietitians, and they are still the only institutions 
with a professional dietary department. Each 
hospital has its individual requirements, but in 
all hospitals, the chief objective of the dietary de- 
partment is the same, namely, to provide food— 
food for the therapeutic needs of the patient and 
food to promote and preserve the health of the 
personnel—that food to yield a maximum of 


Presented before the Dietetic Section, American Hospital 
Association Convention, Atlantic City, September 14, 1937. 
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nutritive value and appetite appeal, at a minimum 
cost. Simple, isn’t it? No, but the multitude of 
elements involved in this seemingly simple task 
has been enumerated so often that it is not neces- 
sary to repeat them here. 


Specialists are the inevitable product of ad- 
vancement in any field. One of the first (and 
possibly the very first) home economics women 
to specialize was the dietitian; and she is now a 
specialist who is concerned with the specialties 
of others as well as her own. Today the hospital 
dietary department is engaged with normal nu- 
trition, dietetics, and diet therapy; tomorrow it 
will probably be increasingly active in cooperation 
in world affairs. 


This is not an opinion only. Some of our most 
eminent authorities are calling attention to this 
enlarged field into which we are inevitably being 
drawn. Here’s a pertinent statement from the 
report of the Health Organization of the League 
of Nations, published about a year ago: 


“Production, distribution, and consumption 
have hitherto been considered mainly as economic 
problems without sufficient regard to their effect 
on public health, but the effect of the economic 
depression has directed attention to the gap which 
almost everywhere exists between dietary needs 
as determined by physiology and the means of 
satisfying them under existing conditions. The 
general problem of nutrition as it presents itself 
today is that of harmonizing economic and public 
health development.” 


Then again, Dr. Haven Emerson, speaking to 
a group of dietitians, reminded us that the public 
is looking to us for information, but pointed out 
that we must not confine our instructions to cal- 
ories and vitamins—we must show the public the 
principles of living based on moderation, intelli- 
gent health habits, and useful activities. 


In an address on “Hospitals of Yesterday and 
Today,” Dr. E. H. L. Corwin said: “Look at the 
extent to which social service has been intro- 
duced, and the place scientific dietetics has been 
accorded. . The concern for social welfare 
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is the most precious jewel of our civilization and 
must be guarded against the forces of destruc- 
tion.” 


Do you not agree with me that the hospital is 
the logical guardian of this “precious jewel’? In 
its medical, nursing, and dietary departments the 
hospital protects this jewel, and by itself becom- 
ing an aid and example of right living, the hos- 
pital emphasizes the value of this jewel. 


Permit me one more quotation, from a mem- 
ber of our own profession. Mrs. Beulah Becker 
Marble, Research Dietitian at Huntington Me- 
morial Hospital, Boston, said: “Granting that 50 
per cent of the public has a fairly adequate knowl- 
edge of what should be eaten and granting that 
good wholesome food is easily available in most 
parts of the United States, there exists today as 
a result of our economic crisis a serious problem 
of undernutrition, particularly among children. 

. Diet alone can do only part of the work 
which is necessary for aiding people requiring 
help with food problems. Such work is not com- 
plete without the cooperation of nurses especially, 
in united endeavor to develop a soundly nourished 
citizenry.” 


The Challenge to Hospilals 


What a challenge to hospitals! How will it be 
met? <A goodly number are already embarked 
and well on their way to this broader service. 
They are contributing to the welfare of their 
community through an out-patient department 
adequately staffed with doctors, nurses, and 
dietitians; by instruction to patients in the hospi- 
tal; and by making their own organization a 
prototype of better living. At the same time, they 
are enriching the profession by their studies and 
by the procedure resulting from these studies. 
These hospitals deserve our commendation and 
all the support we can give them. Unfortunately, 
they are in the minority. Undoubtedly, the num- 
ber would be considerably greater had not the 
progress been interrupted since early 1930 be- 
cause there were no funds with which to provide 
enough workers or adequate equipment to take 
care of any but the most urgent demands. 


During this period not a few dietary depart- 
ments relapsed into a state of coma, so to speak. 
With no possibility of anything but the most 
pressing needs to be thought of, it was easy to 
“just get along” from day to day. Some have 
fallen into a state of lassitude which can be over- 
come only by some outside influence or stimulus. 
In others, the dietitian, in her zeal for unity 
within the confines of her own domain, loses the 
larger vision. 


At this same time, when the development of 
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the hospital dietary department as a whole has 
remained more or less static, growing attention 
has been given to health and nutrition in other 
places. Great impetus has been given to the 
movements in health education and in the bureau 
of hygiene, in both of which nutrition is a major 
factor. Home relief has brought an unprece- 
dented demand for instruction on foods and diets. 
National, state, and city health departments, 
social welfare centers, and many other agencies 
have made great strides in meeting this demand. 


How many hospitals will again forge ahead as 
rapidly as they did before this interim of marking 
time? And how many will continue to mark time? 
The answer to these questions may be influenced 
in no small measure by the attitude of the mem- 
bers of the American Hospital Association. 


What Dietetics Has Accomplished in 25 Years 


The achievements in dietetics during the 25 
to 30 years of its less hampered growth have been 
surprising and gratifying to those in the profes- 
sion. An incentive to others to join forces in 
furthering its development is given by the oft- 
repeated statement that it is still in its infancy. 
Not all hospital superintendents, doctors, and 
dietitians have been interested in following what 
has been done; with the broader aspect coming 
into prominence it behooves all of us to keep in 
touch with it if we desire to be in the forefront 
of progress. 


Only 40 years ago the Oxford Dictionary listed 
the word “dietitian” for the first time and it was 
followed by the word “rare” in parenthesis. 


It is but 16 years since this dietetic section of 
the American Hospital Association was author- 
ized. Dr. Louis B. Baldwin, superintendent of 
University Hospital in Minneapolis, was Presi- 
dent of the American Hospital Association at that 
time. I was asked to act as chairman of the new 
section and Marion Peterson was appointed 
secretary. We were instructed to prepare a pro- 
gram for the annual meeting at West Baden, 
Indiana, in September, 1921. This, our first 
program, was scheduled as a general morning 
session. Two papers were arranged for, to be 
followed by what we now call a panel discussion. 
The man who was to speak missed his train, so 
only one paper was read. Rena Eckman, then 
dietitian at Ann Arbor University Hospital, chose 
as her subject, “The Dietitian an Asset to the 
Hospital.” She expressed a feeling that the title 
might be considered facetious as acceptance of 
the dietitian in this capacity was not universal. 
The discussion covering points that had arisen 
with the new interest in food since the introduc- 
tion of a dietary department continued unabated 
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until time for adjournment, and was still unfin- 


ished. Most of those problems which were dis- - 


cussed at length by leaders in the hospital field 
have been solved since then. 


Four years after this meeting (only 12 years 
ago) the late E. S. Gilmore, then president of the 
American Hospital Association, made a plea to 
dietitians to prove their value to the hospital, the 
physician, and the patient. That they have done 
this, no one will deny. Mr. Gilmore expressed his 
faith in dietetics by saying: “I have no hesitancy 
in putting dietetics side by side with other labora- 
tories, not only the pathological, but the physio- 
logical, chemical, and x-ray as well.” 


In justification of his faith, it is today an ac- 
cepted practice for the findings of the technical 
laboratory to be adapted and the results checked 
in the diet kitchen. Now hospital dietetics is 
being asked to prove its value in the broad educa- 
tional program to which I have already referred. 


In this connection, may I quote once more from 
the report of the Health Organization of the 
League of Nations: “. . . If salaries are, so to 
speak, the ‘iron law’ in regard to nutrition, it is 
not sufficient to increase them in order to do 
away with all nutritional deficiencies which ac- 
company poverty; it is also necessary (and not 
only among the poor) to develop education: edu- 
cation of medical men, of health workers, of 
mothers, and of the whole population from infancy 
upwards; the education of those engaged in 
teaching the public, and of the public itself.” 


The Hospital as a Leader in Nutritional Education 


The hospital should be a leader in this public 
education and the dietary department one of its 
strongest teaching laboratories. The dietitian is 
a teacher in the broadest sense of the term. To 
train one’s own assistants and students is assur- 
edly teaching. Training student nurses in theory 
and the practical application of diet therapy is 
educating them in applied science. We know that 
directing untaught help is intensive teaching. And 
to fit one’s own department into the larger scheme 
of the organization often implies, among other 
things, educating the medical, nursing, and other 
departments in the adaptation of nutrition and 
diet therapy to their work with patients. All of 
this can be merged into the kind of education 
asked for by. the Health Organization of the 
League of Nations. 


Dr. Claude W. Munger recently wrote that 
“Hospitals should lead in applying the knowledge 
acquired in the science of nutrition, to the devel- 
opment of a sturdier and more effective race.” 
He said: “I expect to see departments of nutrition 
headed by especially trained physicians or by 
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superdietitians. Only thus can modern scientific 
advances be fully utilized for sick patients or for 
the hospital personnel.” 


The “harmonizing of economic and _ public 
health development” touches the hospital at an- 
other point, namely, the employees. Shorter 
hours and higher wages means more than is 
implied in the words because the hospital requires 
a different service than do hotels and restaurants. 


In spite of the larger number of unemployed 
in the country, the type of workers the dietitian 
has been able to procure and their turnover have 
been a serious problem in many localities. Diffi- 
culty with labor and the constantly increasing 
work of the dietary department has made the use 
of mechanical devices more advisable, and the 
more of these appliances in use, the greater the 
need for more intelligent employees. 


Josephine Sutfin, when dietitian of Essex 
County Hospital, in New Jersey, a few years ago, 
offered a creed that is well worth repeating: 
“Hospitals in establishing sensible standards may 
say to their personnel: ‘We are offering you a 
minimum wage. If you stay with us, and your 
behavior and work are satisfactory, your wages 
will be raised accordingly. We offer a nice room 
for you to live in; you will not be required to share 
this room. Your food will be wholesome food, 
attractively served. Your working conditions are 
the best that we can provide so that you may be 
content. The equipment you use is the best we 
can afford and suited to the work to be done; we 
expect you to wurk 8 hours a day, but this is not 
a factory; the return to health of many patients 
depends upon your doing well your share of the 
service. We want you to like this service, or we 
do not want you to stay.’” It may sound Utopian 
but it is within the realm of possibility. 


Care in the Selection of Personnel 


The burden of periodic health examinations 
now falls upon the employer and the employee. 
Hospitals have a particularly heavy obligation in 
this matter. These examinations should be given 
with scrupulous care and the food-handlers should 
be impressed with the role played by infection in 
spreading communicable diseases. The need for 
cleanliness is emphasized and dramatized if every 
person handling food is required to wear easily 
laundered clothes, preferably uniforms. Uniforms 
are dignified, good psychology, and good sanita- 
tion. 


Hospitals have been one of the major agencies 
through which nutrition and sanitation have been 
brought to their present high level. Nevertheless, 
there is still a nutrition problem before us. The 
work will go on, probably at an accelerated pace. 
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Maintaining Adequate Services in 


Approved Hospitals 


A symposium presented at the Southwest Sectional Hospital Conference 
of the American College of Surgeons, Houston, Texas, February 2-4, 1938 


Clinical Laboratory Service 
LEON S. LIPPINCOTT, M.D., Vicksburg, Mississippi 


laboratory service for discussion and study, it 
may be well to consider what has been said on 
the subject. 


I PRESENTING problems involved in clinical 


Financing the Laboratory Service 


Dr. F. H. Arestad, of the staff of the Council 
on Medical Education and Hospitals of the Ameri- 
can Medical Association: 


“The financial arrangement of laboratory ser- 
vice presents two factors for consideration, name- 
ly the compensation for department personnel 
and the basis of payment for services rendered. 
The technical personnel is on a salary basis and 
usually the pathologist is likewise paid a salary in 
accordance with the amount of time devoted to 
the laboratory service. This method is apparently 
much more common than the system involving a 
fee schedule or a percentage plan. Usually the 
income for laboratory service is derived from flat 
rates, a fee basis for each exargination, or, quite 
often a combination of the two methods. The 
amount paid on a flat rate basis will depend upon 
the number of examinations included which may 
be as low as two or three dollars where only a 
blood count and urinalysis are required, and, on 
the other hand, as high as eight or ten dollars 
when practically an unlimited number of exam- 
inations may be ordered during the first week or 
two of the hospital stay. The method most com- 
monly observed in hospitals is the flat rate for 
the usual routine examinations and a fee basis for 
additional tests of a more technical nature.” 


Dr. A. S. Giordano, secretary of the American 
Society of Clinical Pathologists: 


“T believe that the most satisfactory arrange- 
ment for financing a hospital laboratory is for 
the physician (the clinical pathologist) to pay the 
hospital the cost of rental for space used in the 
institution and in addition a certain percentage to 
cover the collection service.” 


Before the American Hospital Association, Dr. 
Giordano stated that there are several factors 
which influence arrangements for financing the 
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laboratory service, the most important being the 
size of the community. He believes that a hos- 
pital should have a capacity of 200 beds to prop- 
erly finance a laboratory service to meet the 
minimum recommendations of the American 
College of Surgeons. Smaller hospitals should 
combine to maintain a central laboratory. He 
thinks that the income from the laboratory ser- 
vice should be segregated from other hospital 
accounts, the hospital to agree to pay for services 
from the laboratory account and the pathologist 
agreeing to provide equipment, materials and 
technical help. The hospital should add a certain 
amount to the laboratory charges to cover the ex- 
penses of space and collections. He stresses the 
importance of adequate remuneration of the path- 
ologist for efficient service. 


Dr. Norbert Enzer of Milwaukee suggests a 
laboratory prepayment plan. He believes, “If 
clinical pathology’ were recognized as a specialized 
branch of medicine, housed for convenience in a 
hospital, but in no way properly a part of the 
hospital, it would be possible to provide much 
more satisfactory service.” He suggests a plan 
that charges a percentage of the room rent each 
day up to ten days, after which no further charge 
is made for laboratory service. If the patient 
occupies a $5 room and is charged 15 cents a day 
for laboratory service, there would be a total 
charge of $7.50 for ten days’ hospital stay. This 
provides a sliding scale of laboratory charges pro- 
portionate to the cost of the hospital accommoda- 
tions, and is thus elastic enough to provide for 
differences in the patients’ ability to pay. The 
ten-day limit is based upon the average hospital 
stay of ten days. Special charges should be made 
to individuals using much laboratory service 
while in hospital only a few days. 


Dr. Enzer emphasizes the fact that the labora- 
tory is a medical unit. In a recent letter, he 


43 





makes the point of the importance of placing the 
pathologist on an equal footing with the attending 
staff in so far as his professional rating is con- 
cerned, and on an independent footing so far as 
his economical connection with the hospital is 
concerned. He believes that the extent to which 
the laboratory can be developed in a small hos- 
pital will depend largely upon the pathologist, 
providing he is operating under satisfactory finan- 
cial arrangements. 


Last year, for the sectional meeting in Atlanta, 
questionnaires based upon the suggestions of the 
American College of Surgeons for laboratory ser- 
vice were sent to 100 small hospitals (of less than 
60 beds) approved by the College in the area. 
Thirty-seven replies were received. Clinical 
laboratory service was paid for by flat rates in 15 
hospitals; by fees for each examination in ten. 
No laboratory fee was collected in seven hos- 
pitals and in two hospitals no laboratory fee was 
charged to ward patients while private patients 
paid. Nine hospitals admitted to making money 
from their clinical laboratories in 1936; eight 
broke even; three lost money; and one did not 
make money. Seventeen did not furnish informa- 
tion. 


Of those answering, two with flat rates made 
money; one with flat rates and additional fees 
made money; five with fees for each examination 
made money. Seven with flat rates broke even 
and three with fees for each examination broke 
even. 


The following suggestions are presented for 
financing the laboratory service: 


1 A straight flat fee to all patients, the amount 
depending upon what the hospital staff considers 
as “routine.” 


2 A laboratory fee schedule with certain 
stated charges in accordance with the work in- 
volved for each laboratory procedure ordered by 
members of the staff. 


3 A flat rate to include certain routine pro- 
cedures with added fees for additional procedures. 


4 A laboratory prepayment plan of a certain 
amount per day in accordance with the hospital 
day rate paid by the patient and for a definite 
number of days except when an exceptional num- 
ber of examinations are required in a short hos- 
pital stay. 


Accepting Laboratory Work from Outside 
the Hospital 


Dr. Arestad: “Whether or not outside work 
should be accepted by hospital laboratories is 
largely a matter of local conditions and can be 
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determined only by an analysis of existing facili- 


_ ties in the community. One point should be borne 


in mind, however, that the hospital laboratory is 
not a profit making department and should not 
enter into competition with laboratories in the 
same localities conducted by qualified clinical 
pathologists. There are times, of course, when 
the hospital will be rendering a valuable service 
by accepting tissues and other laboratory exam- 
inations from small institutions which cannot 
maintain a full laboratory service, particularly in 
tissue pathology. In these cases there is usually 
an allocation of the laboratory fee in such a way 
that the hospital is compensated for the technical 
work and the pathologist for the diagnostic ser- 
vice.” 


Dr. Giordano: “In communities where no pri- 
vate laboratories exist, or even if they should 
exist, the hospital pathologist may accept outside 
work, provided that his fees are on the same level 
as those of other local pathologists and that these 
fees represent payment for service to himself 
rather than to the hospital, inasmuch as the hos- 
pital cannot engage in the practice of medicine.” 


Laboratory work may be accepted from the 
outside provided it is considered as a consultation 
service of the pathologist in charge, for which he 
should receive compensation as any other consult- 
ant, the hospital at the same time receiving pay- 
ment for the facilities and technical service 
furnished. 


Routing Laboratory Work for the Patient 


Dr. Arestad: “For a long time it has been con- 
sidered advisable that the examination on admis- 
sion should include a complete urinalysis and 
blood count and perhaps also a serological test for 
syphilis. In special cases there are other routine 
procedures such as coagulation time in tonsil 
cases, sputum examinations in certain respiratory 
infections, a pathological study of all surgical 
tissues removed, and so on.” 


Dr. Giordano: “We find the most acceptable 
routine work for each patient that enters the 
hospital is as follows: a routine white, differential, 
and hemoglobin, complete urine, and surgical 
tissue specimen; for tonsil patients, routine urine, 
hemoglobin and coagulation time.” 


Last year it was reported as a result of the 
questionnaires mentioned above that routine ex- 
aminations of all patients included urinalysis in 
31 hospitals, red blood cell count in 19, white cell 
count in 29, differential cell count in 24, hemo- 
globin in 23, examination for malaria in 10, 
Wassermann or other tests for syphilis in 18, co- 
agulation time in all tonsil and adenoid cases in 
27, sputum in all pulmonary cases in 26, throat 
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cultures in all children in 11, and stool examina- 
tion in all gastro-intestinal cases. 


The American College of Surgeons suggests 
that an adequate clinical laboratory service should 
include at least a small practical clinical labora- 
tory where the essential examinations imme- 
diately necessary in assisting the clinician in 
making or confirming his diagnosis may be made. 
These examinations include urinalysis, blood 
counts, coagulation time, smears, sputum, and 
spinal fluid cell counts. More elaborate procedures 
may be done in larger laboratories nearby. Every 
piece of tissue should be examined by a qualified 
pathologist, microscopic tissue examinations to be 
made at his discretion. 


Routine laboratory examinations should include 
urinalysis, hemoglobin determination, red cell 
count, white cell count, differential leukocyte 
count, coagulation time on surgical patients, 
smears from throat and other infections, pref- 
erably with cultures also, sputum from respira- 
tory cases, at least one test for syphilis, spinal 
fluid cell counts and globulin determinations when 
meningeal irritation symptoms are present, exam- 
ination of all tissues, examination of feces in in- 
testinal conditions, and, in the South, examination 
for malaria. 


Maintaining Satisfactory and Acceptable 
Laboratory Service in the Small Hospital 


Dr. Arestad: “The difficulty of maintaining a 
complete laboratory service in small hospitals is 
fully recognized. Various methods may be em- 
ployed to supply the necessary service without 
increasing the expense to a prohibitive amount. 
Where possible, several institutions may combine 
to employ a pathologist to direct the individual 
laboratory services on a part time and rotating 


basis. If this plan is not feasible, a staff phys- 
ician who is familiar with laboratory procedures 
may be placed in charge of the technical staff to 
supervise the general service of the department. 
In that case, the tissues should be referred rou- 
tinely to a competent pathologist in a nearby city. 
Small hospitals should be equipped to perform at 
least such routine examinations as blood counts, 
hemoglobin determinations, chemical and micro- 
scopic urinalyses, and the simpler bacteriologic 
examinations. Usually there should be provi- 
sions for blood typing or matching and the sim- 
pler blood chemistry determinations. In small 
hospitals it is especially important that an ar- 
rangement be made with outside laboratories for 
the special examinations which cannot be carried 
out locally. A small hospital needs a trained 
laboratory technician whose service may be 
shared with other departments if time permits.” 


Similar suggestions are made by the American 
College of Surgeons. Especially is it advised that 
when a member of the medical staff assumes 
supervision of the laboratory, a competent con- 
sultation contact should be made with a patholo- 
gist in a nearby city, and the consulting patholo- 
gist should visit the hospital periodically and be 
called when unusual problems present. The lab- 
oratory technician must have training and experi- 
ence sufficient to insure that she is competent to 
do the work assigned to her. 


The small hospital to maintain satisfactory and 
acceptable laboratory service, a clinical patholo- 
gist should be in charge, full time if possible, 
otherwise part time. The technical work should 
be done by medical technologists, certified by the 
Registry of Medical Technologists of the Ameri- 
can Society of Clinical Pathologists to insure 
accurate and dependable findings. 


Adequate Nursing Service 


REGINA H. KAPLAN, R.N., M.A.C.H.A. 


maintenance of an adequate nursing service, 

we must have a clear and definite under- 
standing of the term “adequate nursing service.” 
According to Webster, “adequate” means “equal 
to what is required,” “suitable to the case and 
occasion,” and “nursing” is defined “to attend and 
take care of the sick.” Therefore, adequate nurs- 
ing service means to attend and take care of the 
sick in a manner “equal to what is required” or 
“suitable to the case and occasion.” 


By sin we can proceed to a discussion of the 


Both of the definitions of “adequate” require 


March, 1938 


The Author 


@ Regina H. Kaplan is Administrator of 
the Leo N. Levi Memorial Hospital, Hot 
Springs, Arkansas. 





further interpretation. “Equal to what is re- 
quired” means that the nursing service must be 


equal to the services it is called upon to render 


and which varies in the different types of institu- 
tions. This brings us to the second definition, 
“suitable to the case and occasion.” For example, 
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the same type of nursing service would not be 
suitable or adequate in a federal hospital, state 
hospital, county and city, public and private, and 
private hospital. Each type of institution renders 
a service specific and distinct from the other, 
especially adapted to the particular group of 
patients it is designed to serve and its nursing 
service, to be adequate, must comply with each 
institution’s individual requirements. 


It is therefore apparent that many factors must 
be weighed before it can be determined what 
actually constitutes adequate nursing service. 


Requirements 


Although there are many different types of in- 
stitutions giving as many different types of ser- 
vice, there are fundamental requirements for 
adequate nursing service that are universal in all 
types of institutions. These are the curricula laid 
down by the American Nurses Association and 
the National League of Nursing Education. These 
curricula, covering all the fields of medical science, 
are a great advance over the nursing of yesterday. 
We cannot help but feel proud of the advances 
made in nursing service. The time has passed 
when a nurse can get her training in four months, 
a year, or two years, and when nursing service 
meant only giving bed baths, taking tempera- 
tures, and the performance of similar minor 
duties. The nurse of today is trained to be the 
physician’s right hand and upon the completion 
of her fundamental course of training is equipped 
to carry out the physician’s directions in all rou- 
tine procedures. 


However, even this high standard is not suffi- 
cient to provide adequate nursing service at all 
times and under all conditions of today. It is not 
sufficient for hospitals which expect to be recog- 
nized by the American College of Surgeons. The 
requirements of the College for recognized hos- 
pitals read “that diagnostic and therapeutic facili- 
ties under-competent supervision be available for 
the study, diagnosis, and treatment of patients.” 


These diagnostic and therapeutic facilities in- 
volve the use of modern apparatus and procedure 
at present not possessed or utilized by all hos- 
pitals and consequently not included in many 
nurses’ courses of training. Therefore, a hospital 
may meet the requirements of the American 
College of Surgeons insofar as its diagnostic and 
therapeutic facilities are concerned, but unless the 
hospital nurses have received special training in 
the use of this equipment the nursing service will 
not be adequate. It is not sufficient that the hos- 
pital be equipped with new appliances and in- 
ventions if it does not have specially trained 
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nursing service to properly assist in the admin- 


_ istration of these new aids. 


When the College of Surgeons raised the stand- 
ard and requirements of the medical profession it 
automatically raised the standard of all depart- 
ments relating to the care of the sick, including 
the nursing profession. Routine nursing is no 
longer sufficient. The fundamental course of 
training must be supplemented by special instruc- 
tion in accordance with the duties the nurse will 
be called upon to perform. This brings us to the 
actual maintenance of an adequate nursing ser- 
vice. 

Maintenance of Service 


The first step in the maintenance of an adequate 
nursing service is proper personnel. It is abso- 
lutely necessary that nurses be selected in accord- 
ance with the service they are capable of giving. 
Each nurse must fill her position. It is not 
enough that she merely holds it. The details of 
ward work vary in the different hospitals. In 
order to maintain adequate nursing service it is 
necessary to have adequate personnel, each thor- 
oughly familiar with her own assignment from 
the supervisor down to the ward maid, because 
each must and does contribute to the adequacy 
of the service. Hospital training schools should 
be as inviting as possible so that they will attract 
intelligent, able material, who will appreciate the 
important part nursing plays in serving humanity. 


This is the age of specialization. Treatment 
procedures are becoming more and more differ- 
entiated. If these modern achievements are to be 
utilized to the fullest extent it is necessary to 
maintain a nursing service abreast of these 
achievements. Less than this is not adequate. If 
the nurse’s duties involve the use of facilities and 
procedure outside the regular scope of training it 
is the obligation of the hospital which employs 
her to instruct her in this new phase. Especially 
should nurses become familiar with all possible 
reactions resulting from any treatment adminis- 
tered so that she can readily recognize adverse 
symptoms. 


No discussion of the maintenance of an ade- 
quate nursing service is complete without men- 
tion of records. Accurate and complete records 
of all procedures, results obtained, reactions, etc., 
must be maintained at all times. Such records 
are as essential to correct hospital procedures as 
bookkeeping is in any business concern. An accu- 
rate record is the only method the physician has 
of observing the patient during his absence. 


Summary 
1 Adequate nursing means to “attend and take 
care of the sick” in a manner “equal to what is 
required” or “suitable to the case and occasion.” 
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2 The fundamental requirement for adequate 
nursing is the curricula laid down by the Ameri- 
can Nurses’ Association and the National League 
of Nursing Education. 

3 The above must be supplemented by special 
training to meet the hospital requirements of the 
American College of Surgeons. 

4 Adequate personnel properly selected is the 
basis of an adequate service. 

5 Accurate and complete records are most 
essential. 


Conclusion 


It is not sufficient to have just a capable and 
competent nursing service; it is not sufficient to 
have the required fundamental training with spe- 
cial instructions; it is not sufficient to maintain 
adequate records, but a combination of the above 
and the duties which they promote contribute 
toward the maintenance of an adequate nursing 
service. When the patient receives every known 
care, regardless of station in life, then we can say 
adequate nursing service is rendered. 


Food Service 


Frances Low, Houston, Texas 


ized dietary department, all parts of which 

function efficiently and economically. This 
would require sufficient floor space conveniently 
located, equipment enough and so arranged as to 
meet the needs of the individual case, and a care- 
fully selected group of employees who know what 
is expected of them and who take a pride in their 
work. 


Te basis of good food service is a well organ- 


The head of this department must be capable of 
handling the many duties required of her, but in 
the administration of these duties, she must be 
one who will not lose trace of the fact that in 
the final analysis the real test of her work is in 
the quality of food served. This will be directly, 
dependent upon first, the wise purchase of food; 
second, the intelligent planning of menus to in- 
sure a balance of the necessary food constituents, 
variety as to combination of flavor, color, and 
consistency, and food as nearly as possible to suit 
the individual taste; third, diligent supervision 
of food preparation and service. This includes 
the economical use of supplies, sanitary conditions 
of preparation, standardization of recipes and 
serving portions, serving hot food hot and cold 
food cold, and perhaps the most important of all, 
that the length of time lapsing between the 
preparation and serving period is not sufficient to 
spoil the flavor and appearance of the finished 
product. 


Catering for the Patient 


Coping with the situation in the ward, when one 
patient receives a special diet and is encouraged 
to express his likes and dislikes and the patient 
in the next bed is served the house diet without 
a question is a situation most difficult to handle 
since each group of patients presents a different 
problem. For that reason it is not possible to 
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have a “definite plan of attack.” Knowing that 
a small charge is made for a special diet may 
help to adjust the point of view of the patient on 
the regular house diet. Even so, we all agree 
that it is a poor psychological approach to walk 
into a ward and give all the attention to one or 
two patients and ignore the others. 


Should any patient in a hospital be given a 
house diet without a question? While it is fre- 
quently not practical to have a selective menu, 
particularly for ward patients, simple substitu- 
tions such as whole wheat bread for white or 
butter milk for sweet milk is often a means of 
changing a complaining patient to a contented 
one. Then, too, just how wise it is to encourage 
a patient to express his likes and dislikes is a 
question. If patients are encouraged to eat foods 
to which they are not accustomed, or for which 
they have no particular preference, it means that 
the monotony of three meals a day is consider- 
ably lessened. This is particularly true of special 
diets when there is a great deal of restriction in 
the variety of food allowed. Certainly the devel- 
opment of good food habits by the patient would 
be a profitable outcome of his hospital experience. 


Determining the Unit Meal Costs 


Since there is so much discrepancy in the items 
included in the per capita cost of food, it is im- 
possible to make real comparative studies. There 
is often no separation of raw food cost and the 
cost of food served. The keeping of a perpetual 
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inventory makes possible a close daily check on 
food and supplies used, and it is more accurate 
than simply taking the actual amount of money 
spent for these items during the month. There 
seems to be little doubt that the factors to be 
included in per capita costs of food are: 


1 Raw food cost which is actual groceries used. 

2 Cost of food served which includes actual 
groceries used, other supplies such as clean- 
ing supplies, china, glassware, silver, paper 
goods, linen, laundry, electricity, gas and 
other fuel, water, labor, replacement, depre- 
ciation, and rent. 


The Dietitian for the Small Hospital 
Should the small hospital (under 50 beds) have 


a dietitian? A dietitian in a small hospital, even 
in other hospital activities such as housekeeping 
and teaching, has a training that is better adapted 
to these duties than most individuals. With her 
time carefully managed, these might be incor- 
porated with her duties as dietitian. Excellent 
food attractively served could be used as a draw- 
ing card for patients who would otherwise scorn 
going to a small hospital. Just as in a large 
hospital food is often the means of bringing about 
satisfaction of both patients and personnel, so it 
could be with a small hospital. This would not 
be true if the food service were in the hands of 
an untrained person. From an economical stand- 
point, the wise purchase and careful preparation 
of food resulting in prevention of waste could 
more than warrant the salary paid the dietitian. 


Housekeeping Service 


MARGARET H. ROSE 


E RECALL the old adage, ““Man’s work 
W :: from sun to sun but woman’s work 

is never done.” So it is with the institu- 
tional housekeeper’s work. 


The question is asked, ‘What are the essentials 
of a good housekeeping department?” Regard- 
less of the size of the institution, efficient clean- 
ing maintenance calls upon every resource of the 
housekeeping executive. How would one define 
housekeeper? Webster says, “A housekeeper is 
one who is hired to superintend the servants and 
manage ordinary domestic affairs.” The hospital 
housekeeper must not only hire and direct the 
worker under her but she must be depended upon 
to give aid to the supervisors and keep harmony 
in the household. ‘Don’t be a player at house- 
wifery,” Shakespeare says, “Nor a wild-cat in a 
kitchen.” 


Qualifications of a Hospital Housekeeper 


To recognize the important place the house- 
keeper holds in our institutions, we must know 
that a real housekeeper is no longer just a head 
maid but a person of intelligence, tact, and poise; 
able to meet the public with ease and dignity. 
She must have a broad concept of her duties, 
and have a knowledge of the equipment, supplies, 
surfaces to be cleaned, technique of cleaning, 
job-analysis, time and motion studies. That is a 
pretty big order for one person. As J. Lincoln 
McFarland, superintendent of the laundry and 
housekeeping of the Woman’s Hospital in Phila- 
delphia, tells us, Hospital Housekeeping is an 
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opportunity for Science. So in this day and age 
the housekeeper must add the qualification along 
with all the rest of being sort of a laboratory 
technician. 


Good and adequate equipment is a prerequisite 
for good housekeeping; not just a “mop, bucket, 
and a rag.” This is where scientific knowledge 
comes in. Materials and equipment must be se- 
lected for economy and efficiency, keeping in mind 
always that the largest cost for cleaning mainte- 
nance is labor. 


Selecting and Training Housekeeping Personnel 
The personnel must be selected carefully and 
thoroughly trained. This is where most house- 
keepers fall short. There has been a tendency 
to hand a porter a rag and bucket and put him 
to work with the idea that anyone can clean. 


To whom in the organization should the house- 
keeper be responsible? The housekeeper should 
be responsible to the superintendent, although in 
some institutions she is responsible to the direc- 
tress of nurses, not in many instances a satis- 
factory arrangement. 


Next, what personnel are usually responsible 
to the housekeeper? The porters, maids, linen 
room personnel, and in an institution the size of 
mine the general utility man for half time. The 
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other half of his time he is supposed to be engi- 
neer. Here is where our job analysis plays a most 
important part. 


And last but far from being the least is the 
question, “To what extent can a head nurse be 
held responsible for the cleanliness of her divi- 
sion when a housekeeper is in charge of the 
housekeeping work?” These two departments 
correlate but function differently. The house- 
keeper must be a person of intelligence, tact, and 
poise. She will certainly have to have all of these 
attributes to acceptably fill this position. The 
authority and responsibility of the housekeeper 
must be well defined, if her department is to func- 
tion properly. There must be no conflicts be- 
tween the housekeeper and the nurse supervisor. 


Each must understand where the responsibilities 
of one end and the responsibilities of the other 
begin. 


In a recent conference of hospital department 
heads, it was revealed that many section and 
floor supervisors assumed that the housekeeper 
was responsible to the supervisor and a most 
interesting discussion followed. One remark was, 
“Why is it that in every institution I have worked 
everyone has disliked the housekeeper?” Finally 
all came to the conclusion that they had not been 
quite fair to the housekeeper and that the super- 
visor was responsible in so far as the nurses’ end 
of the housekeeping was concerned and for the 
maintenance of cleanliness after the porters and 
maids had done their work. 


Anesthesia Service 


A. W. PIGFORD, M.D. 


order, that exists in most of our hospital 

anesthesia services behooves us to decide that 
it is high time some sort of standard of organiza- 
tion should be adopted. The essential features of 
a successful anesthesia service are so compara- 
tively simple that it is somewhat disconcerting 
to reflect upon the neglect with which we regard 
this very important phase of the surgical life of 
the patient. I mean simple in comparison to the 
ramifications, divisions, and personalities included 
in the other larger services of the hospital. 
Briefly, the anesthesia service should consist of a 
chief, subordinate to the surgical chief, or to the 
chief of staff, if there is no chief surgeon. His 
duties are analogous to those of the other heads 
of departments: for example, consultant, advisor, 
director, and supervisor. The chief’s immediate 
subordinates are composed of the associate or 
attending anesthetists, whose duties are delegated 
by their superior. There should be provision 
made for the instruction of interns. All types of 
apparatus should be provided for the administra- 
tion of anesthetics, and where most of the ap- 
paratus is privately owned the hospital should 
provide those facilities which are not so owned 
and whose availability is necessary. There 
should be an adequate record kept of all anes- 
thesias, a feature which is sadly neglected at 
present in most hospitals. There should be an 
annual or biannual survey of anesthetics given, 
and an attempt to correlate findings in certain 
cases and under certain conditions in an effort to 
determine the optimum anesthetic under particu- 
lar conditions. I do not think this statement 


To wide variation of order, or rather dis- 
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needs much explanation. It would indeed be fool- 
ish, to say the least, to assume that we have 
reached Utopia in the administration of anes- 
thetics. 


Preanesthetic Examination and Postoperative 
Check 


The conditions determining the extent of the 
preanesthetic examination are governed by con- 
ditions surrounding the case, i.e., whether or not 
the operation is an elective one or an emergency. 
Nevertheless, basically and routinely there should 
be certain procedures followed in every instance. 
There should be rules and regulations regarding 
these procedures. Generally, without question, 
the existence of certain rules to be followed, and 
provision for their operation is always attended 
by better results. It should be proscribed who is 
to make the preanesthetic examination, and what 
particular systems should be investigated. The 
patient’s condition should be set down on the 
record and any defects, abnormalities or idiosyn- 
crasies noted. Finally, a consultation between 
surgeon and anesthetist for determination of the 
best type of anesthesia is always necessary. 


Why should the anesthetist follow the patient 
for a number of hours, or for the duration of 
hospitalization, or until such time as, in his 
opinion, the effects of the anesthesia have sub- 
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sided? 
about this question. 
cedures in estimating satisfactorily the value of 
the anesthetic. There is no doubt but that anes- 
thesia has an important bearing upon the post- 
operative convalescence of the patient and the 
morbidity encountered. There is abundant evi- 
dence to demonstrate that the effects of anes- 
thesia do not end with return to consciousness, 
and that delayed reactions often occur. The 
period of observation should vary as the condi- 
tions vary. Suffice it to say that it should be 
long enough to determine definitely the outcome 
of the anesthesia. 


There should not be much controversy 


When Spinal Anesthesia Is Being Administered 


Spinal anesthesia should in the majority of 
cases be given or supervised by the medical] anes- 
thetist. This type of anesthesia, as others, is 


It is but one of the pro-. 


attended by its own peculiarities—with which the 
anesthetist should be familiar. The technique 
for successful administration requires practiced 
skill. Spinal anesthesia is not without its attend- 
ant dangers and complications. With a medical 
anesthetist present the surgeon is relieved of the 
anxiety and responsibility of the conduct of the 
anesthesia. 


Safety Measures in Administering Anesthetics 


Briefly, the cardinal points to be considered as 
safety measures are as follows: (a) the pre- 
operative examination and postoperative follow- 
up; (b) the position of the patient upon the table; 
(c) the presence of fire or electricity; (d) the 
presence of emergency apparatus (oxygen, car- 
bon dioxide, suction pumps, respiratory and ~ 
cardiac stimulants); (e) the attendance on the 
patient to and from the operating room. 





Loans to Hospitals for Eligible Improve- 


ments Under the National Housing Act 


Under the terms of the National Housing Act 
Amendments of 1938, the Federal Housing Ad- 
ministrator is authorized to insure approved lend- 
ing institutions for loans made to hospitals, be- 
tween February 4, 1938, and July 1, 1939, for the 
purpose of financing alterations and repairs to 
buildings. The advantage to hospitals of this pro- 
vision is that through the aid of federal insurance 
it may be possible for them to effect loans for the 
purposes established in the act, when it previously 
was impossible for them to make such loans on 
their own credit. The provisions are as follows: 


An application for a loan is to be made to a 
local lending institution, approved by the Federal 
Housing Administrator. The outstanding amount 
of the loan cannot exceed $10,000 at any one time. 
The maximum period of the loan is five years, the 
loan to be repaid in monthly installments, and the 
maximum financing charge is $5.00 discount per 
$100 of the original face amount of a one year 
note. 


This is termed the Property Improvement 
Credit Plan and loans are limited to use for im- 
provements to existing structures. A portion of 
an existing structure may be rebuilt or it is per- 
missible to build a new addition to an existing 
structure. Eligible expenditures also include all 
types of structural alteré.tions and improvements, 
such as a new stairway, heating plant, plumbing, 
electric wiring, air conditioning, elevators, paint- 
ing, and landscaping. The purchase and installa- 
tion of machinery and equipment, however are 
not eligible under the amended law. In case of 
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loans for financing the building of an entirely 
new structure, the total amount insured cannot 
exceed $2,500. 


For further information hospitals are referred 
to their local lending institutions that have been 
approved by the Federal Housing Administrator. 


PWA and Hospitals 


A recent report of the Federal Emergency Ad- 
ministration of Public Works reviews the activi- 
ties of this organization in increasing the number 
of hospital beds in the United States. 


Allotments have been made to 388 non-federal 
projects comprising 922 buildings at an estimated 
total cost of $146,000,688. Of this amount, the 
PWA granted $51,249,762 and local governments 
supplied $94,750,926 (including $23,698,440 bor- 
rowed from the PWA). The earlier grants were 
limited to thirty per cent of the combined cost 
of labor and material, while those authorized since 
the Appropriation Act of 1935 have generally not 
exceeded forty-five per cent of the total cost of the 
projects. In addition to the non-federal projects, 
$16,934,869 was alloted to 134 federal projects. 


Of the 388 non-federal projects receiving aid, 
380 were government-owned and 8 were owned 
by non-profit corporations. 


One hundred twenty-one of the non-federal 
projects were general hospitals and the grants 
permitted them to expand their facilities by 
12,095 beds at an average cost of $3,210 per bed. 
One hundred eighteen insane asylums increased 
their bed capacities by 24,728 beds at an average 
cost of $1,790 per bed. 
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Value of Student Services 


E. MURIEL ANSCOMBE, R.N., St. Louis, Missouri 


been made are, for the most part, concerned 

with their economic value. This is natural. 
Economic values are tangible and of great im- 
portance. The economic value of student services 
can be measured from the point of view of the 
saving or expense to the hospital resulting from 
the use of student rather than graduate services. 
However, when we have measured the dollars-and- 
cents value of the services which student nurses 
render to the hospital, we can hardly claim that 
we have gained a true knowledge of the actual 
value of student services, because we have meas- 
ured only one aspect of the value of these services. 


Tr studies of nursing service which have 


Nursing, an Altruistic Profession 


The professions which are concerned with the 
care of human health and welfare, nursing being 
one of the most important, are altruistic. Their 
philosophy is one of rendering service rather than 
of securing financial reward. This does. not mean 
impracticality, for a disregard of monetary values 
would result in destroying the capacity to render 
service. There are many values of nursing serv- 
ice for both the individual student nurse and the 
hospital which can be measured objectively only 
in rough fashion, if at all, at least until better 
methods of measuring social values have been 
evolved. Because these values are so intangible 
and difficult to measure, there is danger that they 
will not be taken fully into account when the 
value of their services is measured. 


Nursing services are of value to the student 
not merely as a course of training and instruction 
in the techniques, skills, and subject-matter of her 
profession ; they are her initiation into the service 
blindly, but with a realization that nurses are not 
fully compensated in a financial way for their 
services, and that the greatest part of their re- 
ward will be the personal satisfaction which they 
receive for having helped others. The services 
rendered by the student are of value as an initia- 
tion into this life of service, enabling her to de- 
termine whether she is actually fitted for the work 
which she had planned to undertake. Student 
services are also of value to the nursing profes- 
sion and the hospital in helping them to make a 
selection of the candidates to become members of 
the profession. 
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It is obvious that the financial compensation of 
professional services is not in proportion to the 
time spent in actual performance, to training, or 
to the social value of the work performed. The 
nurse, like the doctor, cannot enter professional 
service with the primary object of securing an 
attractive financial reward. There have been some 
extremes in the compensation of nursing service, 
especially of general duty nursing service, just as 
of medical service. But, though there are varia- 
tions in monetary compensation of nursing serv- 
ice, one cannot truthfully say that the personal, 
social, and humanitarian values of this service 
fluctuate proportionately. In fact, the social 
value of nursing service may vary conversely with 
compensation, being highest at the time when 
the income of nurses is lowest. 


Variables Affect the Compensation of Nurses 


During the depression the sickness rate rose 
rapidly. While the government provided food 
and income to keep people from starving, private 
philanthropy was expected to continue to bear 
the increasing burden of sickness. It was not 
able to do this adequately because personal losses 
of philanthropists often necessitated their with- 
drawing support from the hospitals. With the 
cost of conducting hospitals rising, with the in- 
crease in the hospital population, and with the 
needed funds not available, the burden had to be 
borne by loyal hospital employees—not only 
nurses, but all of the other professional and non- 
professional workers employed in the hospital. 
The compensation of nursing services became 
very disproportionate to their value, but such ex- 
tremes in the relationship between salary and 
value are temporary and when an adequate pe- 
riod of time is taken into consideration, normal 
salary tends to prevail. 


Consideration of what is meant by normal sal- 
ary may be of use as a means of gaining an un- 
derstanding of the value of nursing services in 


51 





general and of students’ services ‘in particular. 


Salary is a measure of the economic value placed - 


upon nursing service by those who buy and sell 
it. Those who offer their services may place a 
high value upon them for various reasons, such 
as the expense of securing an education, special 
abilities, and living expenses, and those in need 
of such services may be able or willing to pay 
only a lesser amount. Both compromise upon a 
certain sum, which may be less than the seller 
originally asked and more than the buyer origin- 
ally was willing to pay. 


The number of nurses offering their services 
and the number of persons in the market for these 
services affect the price which is fixed. Obvi- 
ously, if there were few nurses and many pa- 
tients, the nurse would be in a position to ask 
more for her services than if the situation were 
reversed, as it was during the depression when 
the average income of nurses decreased, just as 
the average income of other groups. The cost of 
nursing service is affected by the operation of 
economic forces which is described by the law 
of supply and demand, just as the average income 
of other groups. Whether or not to purchase 
nursing service and at what price rests with the 
general public, not with the nurse. With the 
salary per day fixed by the private duty nurses’ 
group, the annual income of private duty nurses 
was no less affected during the depression by the 
operation of the law of supply and demand than 
the income of general duty nurses serving 
hospitals. 


Measuring the Value of Student Service 


Of what significance are these facts about the 
compensation of graduate nurses for our efforts 
to arrive at a solution of the problem of meas- 
uring the value of student services? First, the 
fact that the economic value of private duty nurs- 
ing services is being measured in a practical man- 
ner is evidence that it should be possible to 
measure the economic value of student nursing 
services, too. The manner of measurement of 
graduate private duty services can be called ac- 
ceptable because it is being employed without 
active measures being taken to change it, but it 
can hardly be termed ideal. Graduate nurses in 
private duty differ greatly in their ability, knowl- 
edge, education, experience, and personal quali- 
ties, yet the public is expected to pay all members 
of the group the same amount per day. Inci- 
dentally, this is hardly consistent with the de- 
mand that private duty nursing should be recog- 
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nized as a specialty, because there are variations 
in compensation in the other specialized nursing 
fields on the basis of individual ability. 


In measuring the value of student services in 
dollars-and-cents, are we going to set a certain 
dollars-and-cents valuation upon the services of 
all students in all schools, as the private duty 
nurses do upon the services of members of their 
group? Every one in the field of nursing educa- 
tion should have a keen appreciation of the im- 
portance of individual differences, even if unfa- 
miliar with the attempts which have been made 
to evaluate them objectively by means of educa- 
tional measurements. These education tests and 
measurements may assist us to arrive at a fair 
evaluation of the relative capacity of individual 
nurses to render acceptable services. Since indi- 
vidual performance and ability sometimes differ 
markedly, the actual performance must be ob- 
served, studied, and graded. 


This is one of the means used by the school to 
ascertain the value of student services. What is 
measured is really the relative value of one stu- 
dent’s services as compared to those of other 
students in general, in the judgment of the person 
who makes the measurement. There are prob- 
ably not many nursing educators who feel as- 
sured, after they have completed grading the 
work of students, that they have given them 
marks which actually indicate the value of their 
work in preparation for their career in the pro- 
fession of nursing. All that an instructor can be 
assured of in grading is that she has done the 
best that she possibly can to measure actual, 
tangible values. Educational measurement is one 
of the most important problems in all fields of 
education. Progress is being made in arriving 
at objective methods of measurement, but even 
more remains to be done than has been ac- 
complished. 


There is competition for the services of the stu- 
dent nurse, just as for the services of the gradu- 
ate nurse or for any other services offered in the 
market. This fact may not be recognized, in view 
of the problem which gaining a practical under- 
standing of the value of student services presents. 
It may be unintelligent competition in proportion 
to the extent that it is not recognized as com- 
petition. Hospitals at one time competed for stu- 
dents’ services on the basis of paying them an 
actual salary, in addition to assuming the ex- 
penses in connection with their education which 
students preparing for other professions must 
bear themselves, unless awarded a scholarship. 
As a matter of fact, scholarships for higher edu- 
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cation in other fields usually cover only part of 
the expense. 


The services of the student nurses do have an 
easily recognizable value as a part of her educa- 
tion. In this respect they may be compared to 
the apprentice teaching done by the student in 
the school of education or normal school, which 
may be actual teaching of the same value to the 
school system as the work done by a graduate 
instructor, but the student-teacher receives no 
compensation for her work other than the expe- 
rience obtained from performing it. 


Importance of the Quality of Nurse Education 


As the quality of instruction and better educa- 
tional opportunities are increased, there is a very 
apparent tendency for schools to compete for 
students’ services on the basis of their educational 
facilities instead of payments to students, which 
may be welcomed as a tendency to put nursing 
education on the same basis as other professional 
training. 


The outlays by the hospital to meet the direct 
costs of nursing education, such as instruction, 
rooms, board, laundry, and classroom supplies, 
may have a relationship to the estimated value 
which they place upon student services, because, 


from one point of view, they do represent the in- 
stitution’s bid for desirable students. They may 
be even more a measure of the institution’s feel- 
ing of obligation to the community as well as to 
its students to provide the finest possible profes- 
sional education and instructional facilities. The 
prestige which the hospital wins as an institution 
offering valuable education and the care which it 
exercises in choosing its students so that they 
will be a credit to the institution are other ways 
by which the hospital and schools of nursing may 
not only bid in the market for the services of 
the most desirable candidates for enrollment, but 
enhance the value of the services which it secures 
from its student body. 


The value of student services is directly affected 
by the type of education given, which means 
not only theoretical instruction, but supervision 
in the performance of nursing duties. Careful 
and intelligent supervision of the performances 
of nursing tasks is necessary and also interpre- 
tation of the experiences in their performance, 
for them to have the utmost possible educational 
value to the students. Therefore, from one point 
of view, the measurement of the value of student 
services may be a measurement of the value of 
the methods of instruction which are being em- 
ployed. 
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Relation of Value to Cost of Student Service 


The cost of student nursing services has an 
important relationship to their value, but cannot 
be called a determining factor. It has sometimes 
been said that the only reason for conducting a 
school of nursing has been to secure cheap nurs- 
ing service. A number of studies have been made 
of comparative costs of nursing services with and 
without a school, which do not indicate that a 
good school is a means of effecting economy in 
the cost of nursing services, but quite the oppo- 
site. In order to maintain a school, many ex- 
penses must be borne’ by the hospital which could 
be eliminated with the exclusive use of graduate 
services. The school of nursing is found to be 
conducted rather with the object of meeting still 
another obligation of the hospital to its com- 
munity and human welfare. With the addition 
of more intensive and extensive theoretical and 
scientific instruction in accordance with the new 
curriculum and in keeping with educational trends 
in medical and other scientific education, the 
financial burden on the hospital will be very 
greatly increased. Naturally, the number of 
hours of service which the student nurse can 
render must be decreased as the amount of time 
which she is to spend in the classroom is ‘in- 
creased. 


Is it possible to determine the actual dollars- 
and-cents value of students’ services to the hos- 
pital? When the student first enters the insti- 
tution, she is untrained and her services may pos- 
sibly be rated at the same value as the untrained 
services of students in other educational institu- 
tions. In her second and third year they may 
possibly be evaluated fairly at an amount between 
this sum and that earned by graduate nurses, who 
in private duty earn approximately sixty cents 
per hour. 


In order to obtain facts about the compensation 
of student services by institutions of higher learn- 
ing, a questionnaire was sent to fifteen leading co- 
educational schools in various parts of the United 
States. The twelve replies which were received 
furnish interesting information about student 
earnings. In New York and Ohio, the hourly 
rates ranged from twenty-five to eighty cents per 
hour, in Wisconsin and Texas from twenty-five 
to fifty cents per hour, and in California from 
thirty-five to fifty cents per hour. Columbia 
University advised: “The rates quoted are fairly 
stabilized, although this office has not established 
any fixed standard of charges for student help, 
the prevalent rates being generally in accord with 
the dictates of supply and demand and subject 
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to fluctuations in the market which affect other 
workers in New York.” 


Another source which furnished interesting in- 
formation about the compensation of student 
services is the National Youth Administration. 
Thelma McKelvey, Director of Reports and Rec- 
ords of this organization in Washington, D. C., 
advised in a letter that the National Youth 
Administration has not established a standard 
rate of compensation for student services under 
its program, nor has the government made a 
national survey or study of the value of student 
services to institutions. She said that the na- 
tional average hourly earnings of students work- 
ing under the school aid program is twenty-four 
cents per hour and under the college aid pro- 
gram thirty-three cents per hour. This infor- 
mation should be of value to those of us who are 
attempting to valuate student nurse services. 


The market value of nursing services changes, 
as any other commodity, depending upon supply, 
demand, and the nurse’s ability to sell her serv- 
ices to the public. The present evaluation which 
graduate private duty nurses have placed upon 
their services, as has been mentioned, is approxi- 
mately sixty cents per hour. Since the newly 
admitted student has no nursing background, and 
in most schools does not perform any nursing 
services for the first four to six months, her 
services can hardly be said to have a monetary 
value during that time. The value of her services 
may be said to be created by the supervised class 
work and supervision of her ward work during 
her period of service, it being assumed, of course, 
that she receives work which is of educational 
value and at the same time is rendering services 
of definite value to patients. 


Would it be unfair to judge the value of her 
services after the preliminzry term and during 
the first year of her education at one-third the 
value of the graduate’s services, her services dur- 
ing her second year at two-thirds of the value 
of the graduate’s services, and during her third 
year at approximately the full value of the gradu- 
ate nurse’s services? 


Tangible Values of the Hospital’s Contribution 
to the Education of the Nurse 


If hospitals credited student nurses on this 
basis and charged them for instruction, classroom 
supplies, room, board, and laundry on the basis 
that students in other institutions pay for them 
as shown by the questionnaire, it would probably 
demonstrate clearly to the student, nursing edu- 
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cator, or interested member of the general pub- 
lic that the hospital is making a large contribu- 
tion to the education of future members of the 
nursing profession, a contribution not being made 
by any other type of educational institution, no 
matter how heavily endowed. Besides, other in- 
stitutions ask their students to pay laboratory 
deposits, library fees, fees for medical care, and 
fees to underwrite the social and athletic activi- 
ties of the school. 


Possibly in the future hospitals may find it ad- 
visable to discontinue to bear such expenses of 
nursing education as room and board in the inter- 
est of greater expenditures to enrich the cur- 
riculum, increase the educational facilities and 
equipment, and give the student more education- 
ally. If nurses themselves come to realize that 
nursing schools have the same problems of financ- 
ing as other educational institutions and that it is 
only fitting that they help bear the cost of their 
education as do other students, they should have 
a much better appreciation of the value of the 
professional training which they receive in our 
hospitals and schools of nursing. 


The methods of judging the tangible and in- 
tangible, practical and theoretical values of nurs- 
ing service to the’ hospital and to the student 
which have been suggested are only tentative, 
and are offered as a start for evolving a method 
of practical measurement which will be generally 
satisfactory to all concerned with the problem of 
evaluating student services. May I ask that you 
not think of evaluation solely in terms of dollars 
and cents? After all, any task or objective in 
life would soon become dull or commonplace if 
measured only by a monetary standard. 


Above a portrait that hangs in Harvard’s Me- 
morial Hall is the inscription: “Never forget the 
everlasting difference between making a living 
and making a life.” Nurses in particular should 
appreciate and approve this admonition. They 
are privileged to have a part in the rehabilitation 
of many whose bodies and minds at times may 
have appeared to be irreparably shattered, and see 
them restored to a useful place in society with a 
keener zest for life and an invigorated interest 
in the lives of others. What nurse can witness 
this metamorphosis in human lives and actually 
have a part in it without enriching her own life? 
A nurse’s life has many compensations, quite in- 
dependent of financial gain, and no university 
textbook could impart to her the knowledge of 
human beings, life, and how to live which she may 
gain from it. 
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How a Small Hospital Serves a Large 
Indian Community 


C. G. SALSBURY, M.D., Ganado, Arizona 


our hospital and its service I wish to take a 

few minutes to present some of the problems 
met in our type of work. If our own institution 
is made use of as the basis for these remarks, it 
is not because we congratulate ourselves on hav- 
ing solved the problems to our entire satisfaction, 
but rather that we seek assistance toward that 
end. 


Most of us probably too often take refuge in 
the fact that our particular situation and its prob- 
lems are peculiar to our own institution. The 
danger comes in letting the matter rest there, 
rather than meeting and overcoming our difficul- 
ties. 


Pisce nomial to the general discussion of 


Sage Memorial Hospital, owned and operated 
by the Presbyterian Board of National Missions, 
is located in the heart of the Navajo Indian Res- 
ervation, which covers an area of about 25,000 
square miles, or over three times the size of 
Connecticut and Delaware combined. There are 
50,000 semi-Nomadic Navajos living on the 
Reservation. There is not a village or town in 
the whole area, and only about twenty per cent 
of the Indians speak, read, or write English. 
There are scores of influential native medi- 
cine men to every doctor of medicine on the 
Reservation. 


Eleven years ago when I came to Ganado, our 
twelve-bed hospital was housed in a small adobe 
building. The staff consisted of two nurses, a 
cook and myself. Equipment was almost nil. We 
considered ourselves responsible for the health of 
possibly 6,000 to 8,000 Navajos, covering perhaps 
as many square miles, as our part of the Reserva- 
tion is more thickly populated than many other 
parts. 


Some of Our Difficulties 


How to make any impression on the wall of 
ignorance and superstition with which we were 
surrounded, how to overcome the difficulty of an 
unknown tongue, and convince a proud, diffident 
people that we had something of value to offer 
them, was the problem of that comparatively 
recent day. 


The question of getting a few patients to come 
to us for treatment concerned us a great deal 
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more at that time than the problem of organiza- 
tion and standards that we are discussing today. 


The first thing we decided to do was to put on 
an intensive campaign of field clinics held at 
schools, trading posts, and Mission stations, and 
of visits to the homes of the Indians in their 
hogans or camps. Practically all our contacts had 
to be developed through an interpreter, but the 
response was immediate and whole hearted. About 
fifty per cent of the patients admitted to the hos- 
pital are brought in by the field nurse, doctor, 
community workers, or ambulance. 


In 1929, with funds given by the Russel Sage 
Foundation, our Board was able to build an 80-bed 
hospital. Increase in staff, equipment, and school 
of nursing followed so rapidly that it was difficult 
to keep up with it, until today we have four 
physicians, a dentist, ten graduate nurses (includ- 
ing three engaged in field work), twenty-five stu- 
dent nurses, a dietitian, laboratory technician, 
record librarian, and the labor necessary to keep 
our organization running smoothly. The three 
physicians beside myself, who form the medical 
staff, rotate one month each on first floor, second 
floor, and field service. While this does not allo- 
cate them to special services, it does keep them 
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Sage Memorial Hospital. A New Wing.Has Been Added 
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fully conversant with all angles and problems of 
every department. 


How We Keep Our Records 


The difficulty of keeping adequate and complete 
records is no stranger in our institution, but we 
have arrived at a very happy and successful solu- 
tion by setting up a few simple rules. First, that 
the admitting physician give a complete physical 
examination as soon as possible after admission, 
and order whatever laboratory and x-ray and 
other work is necessary. The history of all In- 
dian patients is taken by an Indian record clerk 
who has the advantage of knowing the language. 
And here is the little trick that has solved half the 
problems of our hospital. Each morning there is 
placed on my desk by the night nurses, two de- 
ficiency slips for each floor. The first gives a rec- 
ord of all physical examinations, histories, and of 
all progress notes not up to date. The second is for 
the laboratory technician and gives a record of all 
laboratory work that has not been finished the day 
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Left: Entrants in the Better 
Baby Contest, a Feature of the 
Navajo Chautauqua Held Each 
Year. Below: The Prize Winner 
and Mother. 
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before. One of the night nurses on each floor goes 
over every chart every night to compile this data. 
These lists are initialed by me and sent back to 
the doctors and laboratory technician. When a 
chart. deficiency appears a second time in succes- 
sion, a word to the doctor or technician, or a note 
on the slip usually takes care of the matter. 


Our School of Nursing 


In our case, the establishment of a school of 
nursing for Indian girls proved to be one of our 
greatest assets. We set our standards high and 
we have found that Indian girls make intelligent, 
sympathetic, and reliable nurses. About twenty- 
five tribes and sixteen states have been repre- 
sented in our enrollment since the school began in 
1930. While our hospital is primarily for Indians, 
we do take care of a number of white patients, 
and they are very enthusiastic over the care 
given by our Indian nurses. The young woman in 
charge of our surgery is a full blood Navajo whose 
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Nurses of the Sage Memorial 
Hospital in Front of the 
Nurses’ Home 


father was a noted medicine man. We make a 
practice of sending these young women away 
occasionally for postgraduate work in our large 
city hospitals. 


The Navajo Clinical Conference 


Time does not permit my going into detail con- 
cerning many of the interesting details of our 
work, but I must not close without mentioning 
two or three. The Harlow Brooks Memorial 
Navajo Clinical Conference is held around Sep- 
tember 1 each year, to which outstanding men 
from all over the country come and contribute 
their services. 


We are just completing a new wing which in- 
creases our capacity to 150 beds. This was made 
possible by individual gifts of Indians, traders, 
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business men, our own staff and many friends 
throughout the country. 


Most of your patients pay their bills by check 
or in cash, but we frequently have ours paid in 
corn, mutton, beans, rugs, wood, or in services. 


In our annual report for 1937 the following 
items appear: 


See Ds, fo ao cen aes 1,137 
TE IR oi videcbavantd8 ARS 27,458 
Percentage of deaths ...........c.00- 1.2 
Percentage of surgical deaths........ 45 
Percentage of necropsies............ 15 


Cost per patient per day 
(including Dispensary, School of 
Nursing, Field Service) ........... $1.30 
Laboratory tests made............... 8,754 


Left to right: Mr. Hunter, Red 
Point, Ruth Henderson, Dr. Sals- 
bury, Adele Slivers, Governor 
Moeur 











Tuberculosis Hospitals and Sanatoria 
in the United States 


ROBERT E. PLUNKETT, M.D., Albany, New York 


LL persons and groups interested in the 
A social, public health, or clinical significance 

of tuberculosis should feel deeply indebted 
to the American Medical Association for its Sur- 
vey of the Tuberculosis Hospitals and Sanatoria 
in the United States. In making this survey, Dr. 
Fritjof H. Arestad has made readily available 
clear and comprehensive information regarding 
one of the most important features of our control 
program, namely, the segregation in hospitals or 
sanatoria of sputum-positive cases of tuberculosis. 
Obviously, the study, education, and treatment of 
these patients go hand in hand with their hospi- 
talization. 


The purpose of the survey, as quoted from the 
December 7, 1935, issue of the Journal of the 
American Medical Association was: 


‘not to standardize the tuberculosis hospitals 
but rather to (1) appraise institutions for the 
American Medical Association’s Hospital Reg- 
ister, (2) evaluate educational facilities for the 
training of resident physicians, (3) collect fac- 
tual data about all tuberculosis institutions in 
the United States, and (4) present to the medi- 
cal profession a report of the hospital facilities 
now available in the United States for the treat- 
ment of tuberculosis.” 


An Equal Opportunity for the Tuberculosis 
Patient 


As one reviews and studies the facts which may 
be gleaned from every paragraph, it must be ad- 
mitted that a challenge lies ahead if equal oppor- 
tunity for the tuberculosis patient, real or poten- 
tial, is to be realized. Without minimizing in the 
slightest the remarkable advances which have 
been realized since 1885 when Dr. Trudeau estab- 
lished “The Little Red” at Saranac Lake, there 


appears to be in every state a demanding need . 


for quantitative and qualitative improvement if 
optimum results are to be even approached. 


The evolution of the care of the tuberculous has 
been interesting. The early approach to the prob- 
lem was largely humane, one of relief; then there 
was a phase in which the clinical features of the 
disease assumed prominence. Of late, the public 
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health and economic significance of tuberculosis 
has become more apparent. The control of a dis- 
ease as costly as tuberculosis is being realized as 
good social and financial economy. 


Time does not permit discussion of all the en- 
lightening facts contained in this survey so I shall 
attempt to evaluate some of the more general and 
fundamental information in the light of current 
needs. 


Under the heading, ‘Cost of Tuberculosis Hos- 
pitalization,” the replacement value of the hospi- 
tals surveyed was estimated at about three hun- 
dred and twenty-nine million dollars and the 
annual cost of administration of these hospitals 
at seventy-five million. When it is realized that 
every four or five years it costs an amount equal 
to the construction cost to maintain a bed in a 
tuberculosis hospital, public officials and others 
should be urged to look with favor on substantial 
and adequate construction as good economy. When 
this investment and annual cost figure is com- 
pared with the prevailing cost of tuberculosis, it 
becomes readily apparent that we are spending far 
too little in our attempts to control the disease. 
Assuming that there are approximately 500,000 
cases of tuberculosis in the United States, we are 
now faced with a distinct liability of at least 
$2,000,000,000. This figure is based on the report 
of Sawyer and Richards' which reveals that it 
costs more than $4,000 to care for a case of tuber- 
culosis. Incidentally this cost includes only hos- 
pital care, medical and nursing services, and loss 
of wages, and does not cover the social and eco- 
nomic losses resulting from disrupted homes and 
broken families. 


Society Carries the Burden of Care for the 
Tuberculosis Patient 


Whether or not we realize it, society is carry- 
ing most of the burden for the care of the tuber- 
culous. The survey reveals that more than 





Note: ‘Transactions of the National Tuberculosis Associa- 
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84 per cent of the patients in tuberculosis 
hospitals in the United States receive free treat- 
ment, while 9 per cent pay for part of their care, 
and only 6 per cent pay full rate. In New York 
State, in contrast to this, approximately 96 per 
cent of the cost of maintaining public tuberculosis 
hospitals and 60 per cent of the cost of private 
tuberculosis hospitals is derived from public funds. 


To date the tuberculosis hospital has made its 
greatest contribution in providing segregation of 
hundreds of thousands of persons who otherwise 
would be spreading tubercle bacilli in enormous 
numbers to members of their households and con- 
tacts. 


Determining the Number of Beds Needed for 
Tuberculosis Patients 


The survey states that in 1,240 institutions 
there were 95,198 beds available in the United 
States for the treatment of tuberculosis. In addi- 
tion, 6,661 additional beds were planned. Let us, 
for the purpose of discussion, say that there are 
now 100,000 beds available. The annual average 
number of tuberculosis deaths in the United States 
for the past five years. was 76,287, a ratio of 1.31 
beds per death. To be sure, this ratio is slightly 
higher than the previous popular estimate of one 
bed per death. In estimating the bed-death ratio, 
the beds in children’s buildings should not be in- 
cluded. Although the use of these beds in hos- 
pitalizing children may contribute indirectly to the 
preventive program, only hospital or sanatorium 
beds in which pulmonary tuberculosis of the so- 
called adult type is treated should be counted. Ex- 
clusion of children’s beds, therefore, would bring 
the above ratio of 1 to 1.3 per death to a slightly 
lower ratio. That many states have a smaller 
number of beds than even a minimum requirement 
is evidenced by the fact that sixteen states have 
less than 1 bed per death and twenty-one states 
with between 1 to 1.9 beds per death. Only twelve 
states have 2 or more beds per death. Although 
in certain metropolitan sections 3 beds per death 
seem to be required, it may be that in view of the 
declining death rate and the scientific advances 
in diagnosis and treatment, 2 beds per death could 
be used effectively for many years to come. Un- 
less the chemists or biologists or bacteriologists 
discover some substance which will bring the dis- 
ease under control more rapidly, it is not likely 
that the drop in the death rate will be as rapid 
during the next two or three decades as during the 
past quarter of a century. It appears, therefore, 
that at least 50,000 additional beds will be neces- 
sary to meet the standard of 2 beds per death. 


In considering further the number of beds, it 
seems justified to give attention to the question 
of how these beds are used. Of the pulmonary 
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cases reported in this survey, only 13 per cent 
were admitted in the minimal stage of the disease. 
Thus, more than 80 per cent of tuberculosis cases 
do not have the benefit of hospital treatment suffi- 
ciently early in the disease to expect reasonably 
prompt recovery. As a matter of fact, only about 
20 per cent of the discharged cases are either ar- 
rested or apparently arrested, about 24 per cent 
are deaths, and the 47 per cent who are discharged 
as improved or unimproved presumably return 
home in the communicable stage of the disease. 
These, in addition to the more than 80 per cent 
who were spreading tubercle bacilli before admis- 
sion, create a major public health problem. 


Where Deaths from Tuberculosis Occur 


Of all the deaths from tuberculosis, only 22 per 
cent occur in tuberculosis hospitals. In contrast 
to this, in upstate New York 45.8 per cent of all 
tuberculosis deaths occur in. public and private 
tuberculosis hospitals, 31.8 per cent in the home, 
and 11.6 per cent in general hospitals with no sep- 
arate provision for tuberculosis cases. These facts 
indicate that more advanced and terminal cases 
should be properly segregated. 


It is obvious that there is urgent need for more 
progressive case-finding and case-holding pro- 
grams. In upstate New York the responsibility 
for case-finding rests with health departments and 
particularly with county and state tuberculosis 
hospitals. In conjunction with the health depart- 
ments, clinics for contacts, suspects, and others 
are conducted throughout the state. Case-finding 
should be recognized more generally as the respon- 
sibility of public tuberculosis hospitals. Their staff 
members are experts in diagnosis. Such a system 
provides a continuity of service for patients from 
discovery through treatment and these physicians 
being on full-time duty, as they should be, are not 
commonly looked upon as competitors in general 
practice. 


This survey gives proof from the status of dis- 
charged patients that few, if any, institutions are 
“case-holding” as they should. The grave danger 
that lies in discharging a patient whose recovery 
has not reached a point which may assure him of 
relatively good health and possibly a return to 
economic self-sufficiency needs emphasis. It is a 
waste of public funds to treat a patient for a few 
weeks or months and then turn him loose know- 
ing that he is doomed either to readmission in 
hopeless condition or to death. Of greater sig- 
nificance is the discharge of so many patients 
whose sputum is positive back into the commu- 
nity further to spread infection. Important as 
this may be to the individual patient, the serious- 
ness to the family and the community of releasing 
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patients whose sputum may be potentially or ac- 
tually positive, needs more general recognition. A 
situation which permits such a large number of 
patients whose disease is in the infectious stage 
to be sent back into their homes is a grave one. 
Every person concerned with tuberculosis control, 
including clinicians, can well afford to give this 
problem painstaking thought and study. Find out 
the reasons why patients go home; if they can be 
defined, then remedial measures can be found. 
Hospital administrators must broaden their view- 
points to that of family and community respon- 
sibility if they hope to fulfill their obligation to 
society. 


Although there is no phase of tuberculosis hos- 
pital administration which does not influence, di- 
rectly or indirectly, the medical care and treat- 
ment of patients, certain facts contained in the 
survey give some indication of the adequacy of 
this service. 


Ratio of Physicians to Patients 


The ratio of physicians to patients varies from 
1:31 in veterans’ hospitals to 1:70 in municipal 
hospitals. Only slightly more than one-third of 
the physicians, however, are employed in full-time 
work. These figures indicate that if the accepted 
methods of studying and treating cases of tuber- 
culosis are to be realized, more full-time physi- 
cians should be employed and there should be, in 
general, a higher ratio of physicians to patients. 


Ratio of Nurses to Patients 


The general ratio of nurses to patients is ap- 
proximately one to seven. However, only slightly 
more than 50 per cent of these nurses are gradu- 
ate nurses. In the 93 tuberculosis departments 
of general hospitals with a capacity of 11,942 and 
a daily average number of patients of about 9,000, 
1,406 graduate nurses and 717 other nurses were 
employed, or a ratio of one nurse to every 4.5 
patients. In view of the advances which have 
been realized in the treatment of persons suffer- 
ing from tuberculosis it becomes more and more 
apparent that a considerably higher ratio of 
nurses per patient should be made available in a 
large number of hospitals or sanatoria. All re- 
cently constructed tuberculosis hospitals or sana- 
toria are planned in a manner comparable to gen- 
eral hospitals. To be sure, some auxiliary facili- 
ties, not available in the ordinary general hospital, 
are included. If buildings of this type are nec- 


essary for adequate treatment of tuberculosis, 
then the personnel, particularly medical and nurs- 
ing, should compare favorably both qualitatively 
and quantitatively with that of the general hos- 
pitals. 
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Facilities for Tuberculosis Surgery 


Of the 471 sanatoria throughout the United 
States, 406 have facilities for artificial pneumo- 
thorax treatment, 364 for minor surgery, and 152 
for special chest surgery. X-ray equipment is 
available in only 364 or 77 per cent of the sana- 
toria. While 364 sanatoria have clinical labora- 
tory facilities, only 124 have facilities for necropsy 
work. 


Inadequate Case Records 


The survey indicates that in approximately one- 
fifth of the sanatoria, the clinical and statistical 
records are inadequate and, in many instances, en- 
tirely lacking. It is rather difficult to visualize a 
progressive medical and surgical program in the 
absence of a well-rounded clinical and pathologi- 
cal laboratory service. To be sure, many institu- 
tions mentioned in the survey refer their labora- 
tory work outside. This may, in some instances, 
provide satisfactory service. The clinical labora- 
tory, except in the very small tuberculosis sana- 
toria or hospitals, many times serves as a guide 
both in the diagnosis and the treatment of the dis- 
case. From the report of the percentage of necrop- 
sies obtained, it appears that if the splendid edu- 
cational material available in the tuberculosis in- 
stitutions is to be used profitably, more interest 
in postmortem examinations is indicated. While 
the city tuberculosis institutions secure necropsies 
for 37 per cent of their patients, and the federal 
25 per cent, all of the other subdivisions vary be- 
tween 9 and 15 per cent. 


By the same token, the large number of sana- 
toria reported in this survey in which complete 
clinical and x-ray laboratories, and provision for 
pneumothorax treatments are lacking, either in 
part or entirely, leaves much to be desired. On 
the other hand, it is assumed that the tuberculosis 
departments in general hospitals have the benefit 
of the other services prevailing in most general 
hospitals. 


Clinical Material for Teaching Purposes Not 
Utilized 


It must be admitted that the vast amount of 
clinical material available in tuberculosis hospitals 
is not being used as much for teaching as it should 
be. Sixty-three tuberculosis hospitals and 159 
other hospitals admitting tuberculous patients 
provide training for interns. Eighteen sanatoria 
have established schools for nurses and 31 have 
reported courses of affiliation. Of the 740 general 
hospitals with tuberculosis departments only 268 
conduct nursing schools. Obviously, the tubercu- 
losis hospital program is not taking advantage of 
the available material and opportunities in con- 
tributing to professional advancement in our 
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knowledge of tuberculosis by affiliation with 
schools of nursing. 


The qualitative aspect of the service rendered 
in tuberculosis institutions is fundamentally as im- 
portant as the quantitative. To some degree, fa- 
cilities for the care of tuberculosis cases tend by 
nature to become static whereas the scientific 
needs are dynamic and change constantly. The 
application of modern methods of study, diagno- 
sis, and treatment demands more from the stand- 
point of scientific equipment, nursing, and medi- 
cal personnel, than formerly. The treatment of 
tuberculosis has been transformed from a policy 
of passive expectancy to one of active patient as- 
sistance. 


It is extraordinary to find a tuberculosis sana- 
torium of less than fifty beds which can afford to 
provide professional equipment and service to 
meet the needs of modern medicine. This being 
so, is it not evident that about 28 per cent of the 
sanatoria may be outmoded? In addition, another 
28 per cent have a capacity of between 50 and 100 
beds. Although many sanatoria in this group 
may be providing creditable service, it is ques- 
tionable whether it would not be better economy 
to have fewer and larger sanatoria, except where 
the mortality figures indicate that 100 beds or less 
may adequately fill the need. 


Acceptable Size of Tuberculosis Sanatoria Outside 
of Metropolitan Center 


Except in large metropolitan areas where the 
demand for beds may be enormous, it would seem 
that a tuberculosis sanatorium should have not 
less than 100 beds and not over 300. Obviously, 
the treatment of the pathological process may be 
carried on as successfully in a large institution as 
in a small one, but in a chronic disease like tuber- 
culosis it may be equally important to treat the 
individual. Such individualization is not always 
found in large hospitals. 


The adjustment of each patient to his new en- 
vironment and the solution of endless family, in- 
dustrial, and economic problems are of paramount 
importance if optimum results from treatment are 
to be realized. More than casual or intermittent 
contact with the physician is indicated in creating 
the proper attitude toward “the cure.” This im- 
plies a personal-physician association which is 
most commonly found in sanatoria having full- 
time staffs. 


Education of the Patient 


The education of the patient should start the 
moment he is told he has tuberculosis, continued 
throughout his hospital or sanatorium residencey, 


March, 1938 











and followed by less intensive postsanatorium ad- 
vice and guidance. Although we do not all have 
the happy faculty of telling patients they have 
tuberculosis and making them glad of it, much can 
be done to have the patient assume a sensible at- 
titude before hospitalization. 


Control of Tuberculosis 


Granting that early diagnosis, followed by 
prompt scientific treatment is a prime factor in 
furthering the control of the disease, probably our 
next most important problem is to enlarge upon 
our efforts to return a greater number of patients 
back to their communities on a sound economic 
basis. Such a hope can never be realized until 
more and better facilities for education, training, 
and rehabilitation assume a conspicuous place in 
the tuberculosis program of every state. 


Adult training and education of tuberculosis pa- 
tients should be provided in most tuberculosis 
hospitals. In cultivating avocational as well as 
vocational interests, the cure of the patient has 
been well begun. The consequent substitution of 
a broader and more encouraging outlook on life 
and on the world in general during the prolonged 
period of mental idleness and worry over his dis- 
ease plays an important part in “the cure.” — It 
is absurd in most cases to advise a patient upon 
discharge to go and get a light outdoor job. Light 
outdoor jobs just are not to be found. It is good 
social as well as medical economy to equip patients 
mentally as well as physically to return to their 
communities prepared to be self-sustaining. 


Excluding schools for children, only 45 sana- 
toria conduct schools for adults and 53 have in- 
dustrial rehabilitation courses. The psychologi- 
cal advantage of a planned future during the pro- 
gram of cure is extremely valuable. Although 
hope springs eternal in the mind of the tubercu- 
losis patient, tangible evidence of the possibility 
of returning to society on a self-sustaining basis 
such as may be found in an educational, academic, 
or vocational training pays real dividends. 


To summarize, no more challenging data are 
available than those presented in this survey. If 
our attitude has been one of self-sufficiency in re- 
lation to our tuberculosis hospital service, it should 
be changed. We should take inventory objectively 
and plan a new era in tuberculosis hospital admin- 
istration. 


New Era in Tuberculosis Hospital Administration 


Among the major items which deserve empha- 
sis are: 


1 More beds for tuberculosis should be pro- 
vided. Recent figures published by the Metropoli- 
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tan Life Insurance Company reveal that. of forty 
states reporting for 1936, nineteen recorded a 
tuberculosis mortality higher than in 1935, and 
nineteen lower, while two states experienced no 
mortality change. [Ill-founded optimism regard- 
ing the decline of tuberculosis has led too many 
people into a sense of false security. Even though 
we do not experience a rise in the tuberculosis 
death rate we do not appear to be justified in an- 
ticipating during the next.two or three decades, a 
decline comparable with the percentage decline in 
the past twenty-five years. Tuberculosis still 
takes its greatest toll in the age group when men 
and women are society’s greatest asset. Tuber- 
culosis hospital beds are essential for segregation, 
treatment, and recovery. Each state should have 
a minimum of two beds per death. 


2 The location and distribution geographically 
of tuberculosis hospital beds in each state should 
be determined only after critical analysis of the 
disease problem and qualitative as well as quanti- 
tative study of available facilities. Most small 
units for the treatment of tuberculosis should be 
abandoned in favor of larger and more thoroughly 
equipped tuberculosis hospitals. 


3 Tuberculosis hospitals combining general 
hospital and sanatorium facilities offer the best 
opportunities for treatment. 


4 There appears to be a real need for standard- 
ization of medical records and nomenclature. 


5 Greater and more general utilization of tu- 
berculosis hospitals in medical, nursing, and pub- 
lic health education is essential to progress. 


6 No facts are given in the survey to indicate 
the extent to which the tuberculosis sanatoria and 
hospitals act as public health educational centers 
for their communities. When a hospital is located 
within a reasonably short distance from the people 
it is intended to serve, such educational] activity 
may become one of the features of its program; 
otherwise, its contribution in this regard is, of 
necessity, very limited. 

More universal and broader facilities for avoca- 


tional as well as vocational patient training and 
education are urgently needed. 


7 Integration of the public hospitals with local 
health departments in the conduct of local clinics 


and case-finding programs should be inaugurated 
wherever possible. From the standpoint of tuber- 
culosis control, the survey reveals that most tuber- 
culosis hospitals maintain a service restricted for 
the most part to clinical medicine. Is it not pos- 
sible that millions of dollars are being spent an- 
nually on the end result of the invasion of the 
tubercle bacilli? From the public health view- 
point this may be a good expenditure. However, 
could not the same funds be made to yield larger 
returns in human economy if our tuberculosis hos- 
pital staffs would approach the problem more 
fundamentally? Is it good medical or good pub- 
lic health practice to tolerate a condition under 
which seventy per cent of patients are admitted 
for treatment in an almost hopeless stage of their 
disease when we have the scientific and adminis- 
trative means to discover a far greater percentage 
of cases in the earlier and more hopeful stage of 
the disease? 


Although health departments are commonly 
charged with the responsibility of community 
tuberculosis control, the tuberculosis hospital by 
virtue of its personnel and equipment should as- 
sume a conspicuous place in the control program. 


By having the sanatoria staffs conduct case- 
finding and follow-up clinic service, the health de- 
partment is assured of expert service at a mini- 
mum of cost. Such an integrated service provides 
continuity of medical guidance and assistance from 
diagnosis to recovery. Any one who has witnessed 
the plight of a patient shunted from two to four 
services offering as many different opinions re- 
garding diagnosis or proposed methods of treat- 
ment, should well appreciate the value of such 
continuity. 


Although tuberculosis manifests itself clinically 
in the individual, the causes are to be found in 
the community. Is it not time for tuberculosis 
workers to mass all their professional resources 
and by well directed effort on all fronts, discover 
more cases earlier in their disease? They should 
reduce further the intimacy and duration of con- 
tact with sputum-positive cases and thereby real- 
ize greater returns. To my mind, the public tuber- 
culosis hospital has its greatest opportunity for 
service outside of its own four walls. 





Asa S. Bacon's Gift to the Association 


Asa S. Bacon, the treasurer of the Association, 
has presented two 16 mm reels of pictures of 
scenes taken at the San Francisco Convention in 
1927, and at the Atlantic City Convention. 


The films have an historic value, and are unique 
in portraying the leaders in the hospital field of 
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a decade ago, many of whom have been called 
to their reward. Their value will increase as the 
years pass on. 


Mr. Bacon has spent many years in patient 
preparation of these pictures so they may have 
a proper sequence, and the sub-titles may be cor- 
rect in every detail. The films will be shown at 
the Dallas Convention. 
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Hospital Administration Courses 


“The rapid advance of hospital progress in all 
parts of the world confirms the necessity of hos- 
pitals being directed by administrators well 
trained and experienced in the theory and prac- 
tice of hospital administration,” say the Revista 
de Asistencia Social in its current issue, in an 
article on “The Education of Hospital Adminis- 
trators.” - 


The Revista recalls that in 1933 the American 
Hospital Association established an Institute for 
Hospital Administrators, with the cooperation of 
the University of Chicago, and this institute has 
been continued year after year without interrup- 
tion. The American College of Hospital Admin- 
istrators is making the education of the hospital 
administrator one of its major objectives. Under 
the direction of the Catholic Hospital Association, 
institutes for the Catholic Sisters are conducted 
each year at different places in the United States 
and Canada. 


“The University of Chicago,” continues the 
Revista, “has established a course in hospital ad- 
ministration, with the same object to similar 
courses that had been established in Marquette 
and Temple Universities in previous years. 


“The International Hospital Association soon 
after its organization recognized the value of these 
courses in hospital administration, and organized 
a course in Switzerland for 1934, followed by an- 
other in Prague in 1936, in which the eminent 
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in Chile 


The First Course in Hospital Administration for Nurses 
Under the Direction of Professor Dr. Rafael Lorca, Held 
in Santiago in 1936 


Chilean physicians and administrators, Doctors 
Enrique Laval and Esteban Ivovich participated. 


“The Association Chilena de Asistencia Social 
(The Association of Public Welfare of Chile) at 
its 1935 Congress sponsored an Institute in Hos- 
pital Administration under the direction of Doctor 
Isauro Torres at the Hospital del Salvador in San- 
tiago, and the importance of the movement and 
the results of this institute influenced the 
University of Chile to establish two courses of 
hospital administration—one for the directors and 
executives of the larger hospitals and another for 
the training of graduate nurses to administer dis- 
pensaries and first aid institutions, as well as the 
smaller hospitals. Both courses are under the 
direction of Doctor Torres.” 


The First Course in Hospital 
Administration Under the Di- 
rection of Professor Dr. Isauro 
Torres, Held at the Fourth 
Public Welfare Conference in 
Santiago in 1935 
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EDITORIALS 


The House of Delegates 


The election of the members of the House of 
Delegates of the American Hospital Association 
will be accomplished within the next few weeks. 
Every state and territory and every province in 
Canada will have at least one member in the 
House of Delegates. Seventy-two of the one 
hundred members who will comprise the House 
will be elected by the personal members and rep- 
resentatives of the institutional members of the 
Association in the states and provinces. 


This body will be the most widely representa- 
tive, and should be the most important group in 
our Association. It will be composed of men and 
women selected by our members for their respec- 
tive states and provinces who are recognized 
leaders. 


These men and women will bring to the House 
of Delegates the hospital problems and policies 
that govern hospital administration and hospital 
operation in every part of our two countries. 
Through its deliberations, the House of Dele- 
gates will in a large measure guide and direct 
hospital endeavor. 


The House of Delegates is the most important 
of the three branches of the American Hospital 
Association, the Board of Trustees and the six 
Councils, with their Committee on the Coordina- 
tion of Association Activities being the other two. 


The House of Delegates is the policy forming 
branch, the legislative branch of the Associa- 
tion. It elects the president, vice-presidents, 
treasurer, and members of the Board of Trus- 
tees. It will deliberate upon, and determine the 
Association’s policy in its relations with other or- 
ganizations whose interests and labors are closely 
allied to our own. It will review the reports of 
the councils and committees, act upon the recom- 
mendations incorporated in the address of the 
president, and in other ways discharge its func- 
tions as a legislative body. 


An election to the membership of the House 
of Delegates is an honor to which every member 
of the Association should aspire. The future use- 
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fulness of the Association, its worth as a national 
organization, and finally its value to the hospital 
field, will be directly reflected in the qualifications 
of its members. 


Ee 


Organized Medicine and Employees’ 
Hospitals 


For more than fifty years, employees of rail- 
roads and other large enterprises have provided 
good medical and hospital care through the or- 
ganization of a medical and hospital service asso- 
ciation in which each employee held a member- 
ship and to which each employee contributed a 
small sum every month for its support. To this 
income was added a substantial annual gift made 
by the business enterprise itself. In the years 
when this movement was first started, hospitals 
were widely separated and inconveniently located 
and some movement of this kind became necessary 
if the employees and their families were to re- 
ceive good medical and hospital care. 


This is particularly true of the large railroad 
systems employing thousands of men widely scat- 
tered in pioneer territory which the railroads 
traveled. The large railroad systems such as the 
Missouri Pacific, the Southern Pacific, the Illinois 
Central, the Santa Fe, the Atlantic Coast Line, 
the Northern Pacific and many others, had such 
associations of their employees. They attracted 
the highest type of medical man throughout the 
country to this service. The chief surgeons in 
charge of the hospitals and medical service were 
all prominent in their profession, men of high 
standing and unqualified professional merit. The 
permanent medical staffs of these hospitals were 
invariably well selected. The consulting staffs 
were outstanding men in the several specialties 
of medicine. The hospitals which these associa- 
tions of employees built and operated were with- 
out exception modern in arrangement and con- 
struction and equipped with every facility for the 
care of patients. The nursing staff was com- 
posed entirely of graduate nurses, and every serv- 
ice of the hospital was of the highest standard. 
The operation of these hospitals was eminently 
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satisfactory to the employees. The service of the 
hospitals was confined almost exclusively to the 


care of the employees and the employees’ families. - 


It is to be regretted that organized medicine 
in some instances is in opposition to these fine 
institutions and the service which they are ren- 
dering, and to the medical men, the railway sur- 
geons who are on the staffs of these associations’ 
hospitals, and are charging that these service 
associations and these fine hospitals are engaged 
in the practice of corporate medicine. An edito- 
rial in the St. Louis, Missouri, Times, February 3, 
has this to say under the caption, “Contracted 
Medical Service.” 


“The St. Louis Medical Society badly needs in- 
struction in the science of public relations. It is 
seeking to deprive the Missouri Pacific Hospital 
Association of its charter because it contracts for 
medical treatment for its members, in addition to 
providing them with hospitalization. This move 
is a piece of short-sightedness which plays into 
the hands of those who accuse the ‘regulars’ of 
trying to establish a medical trust. 


“The employees of the Missouri Pacific Rail- 
road, who are the members of the Missouri Pacific 
Hospital Association, are naturally incensed. They 
have had their association for many years, are 
pleased with the savings it affords them in medi- 
cal costs. They are concerned about the fact that 
if their hospital loses its charter, illness will cost 
them more than it does now. 


“The St. Louis doctors’ charge that the hospital 
has no right to contract for medical services is 
of debatable legality. But even if they were un- 
questionably right under the law, their move 
would still be astonishingly obtuse. As Charles 
M. Hay, attorney for the hospital association, 
warned, a course such as the medical society is 
pursuing is one of the surest ways to promote 
state medicine. 


“Some physicians are so hot against socialized 
medicine that they cannot see that the best in- 
terest of the private practitioner lies in a con- 
certed effort to reduce the costs of medical care 
and in the devising of some plan to circumvent 
the dead beats who refuse to pay when they can 
afford it. Lower charges and better collections will 
benefit both the doctors and their patients. 


“While group treatment through the payment 
of monthly dues may not be an ideal arrangement, 
it has several virtues which it is folly to dismiss 
with an automatic recital of Dr. Morris Fish- 
bein’s phrases. If the cost of adequate medical 
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care continues to go beyond the reach of more 
and more citizens, the majority of doctors will 
eventually be working for the government and be 
glad to get public employment. 


“Instead of trying to put the Missouri Pacific 
Hospital Association out of business, the members 
of the St. Louis Medical Society should study it 
as a fruitful experiment in the financing of scien- 
tific healing.” 


Safeguarding Charity Trusts 


The voluntary hospital, under existing condi- 
tions, is dependent for support upon income from 
pay patients; grants from city, county, or state 
for the care of the indigent; voluntary contribu- 
tions from civic minded people; and finally, gifts 
and endowments from philanthropists. It is in 
relation to the last mentioned that some comment 
would seem to be in order. 


Although in practically every state in this coun- 
try and province of Canada the use and investment 
of Saving Bank funds are subject to statutory 
control, it appears that practically no govern- 
mental supervision is provided for charity trusts 
which, once established, become independent en- 
tities subject only to the common law. That 
abuses exist in the handling of these charitable 
trusts in some instances is a matter of rather gen- 
eral knowledge and yet nothing seems to be done 
about it. 


The history of many of our great endowed hos- 
pitals discloses not only the unselfishness of the 
trustees who voluntarily render extraordinary 
services, but also their wise investment and scru- 
pulous accounting of the endowments under their 
control. The institutions so fortunate as to be 
under such able direction are a credit to their 
communities and their example stimulates the 
spirit of philanthropy. 


There are other institutions whose trustees do 
not appear to be endowed with the same ethical 
concept of the obligations of fiduciaries and, in- 
stead of using their business ingenuity and finan- 
cial knowledge for the benefit of their institu- 
tions, they seem more concerned in devising ways 
and means for personal profit from their inside 
connections. Wherever such a deplorable condi- 
tion becomes known, public confidence is lost, 
philanthropy is discouraged and the hospital suf- 
fers in the esteem of the community. 


Our concept of a trustee of a voluntary hos- 
pital is that he should be a public spirited citizen 
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who is willing to give his time and talents with- 
out pecuniary reward to the development of a 
humanitarian institution by contributing to the 
formulation of sound policies and, to the fullest 
possible extent, the financial stability of the in- 
stitution. 


The hospital trustee who utilizes his position to 
personally profit from the operation of the trust, 
whether he be banker, lawyer, architect, doctor, 
manufacturer, or dealer, becomes a heavy liabil- 
ity to the hospital and it would be in the interests 
of all concerned if statutory means could be de- 
vised to remove such trustees from the honorable 
posts they discredit. 


—_—_—_. 


Hospital Investments 


Finance and investment committees of volun- 
tary hospitals have traveled a devious and thorny 
path during the past eight years. Endowments 
for free beds, research, and specific purposes have 
suffered greatly reduced income with resultant 
loss of service to the public. High grade gov- 
ernment and municipal bonds of short maturity 
have been selling at prices to yield one-half per 
cent to two and one-half per cent. Long term 
non-callable or low coupon bonds yielding 3 to 
3.75 per cent to maturity are selling in excess of 
call price and with the decline in interest rates 
sustain the risk of call before amortization. High 
grade non-callable bonds risk a substantial de- 
cline and principal loss, in the event of increas- 
ing interest rates. 


Secondary bonds lack earning power or credit 
standing, now readily apparent as business re- 
cedes. Fluctuations from $25.00 to $95.00 are 
graphically evident in charting their course dur- 
ing the past eight years. Two bond groups, 
specifically those of banks and real estate, com- 
mon to portfolios of 1925-30, are currently taboo 
as trust investments. The latter group formerly 
represented in great part by mortgage-participa- 
tion certificates are still in evidence in many hos- 
pital portfolios wherein the underlying mortgages 
are quite tax submerged. Refunding operations 
in prior issues and current low interest rates, 
have reduced trust income from a former average 
of 4 to 4.75 per cent to 2 to 3 per cent. In many 
portfolios, loss of principal and low rates have 
more than halved the annual income. 


Faced with the cloudy picture outlined above, 
experienced investment counsel are recommending 
a diversified re-alignment to meet the present low- 
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income cycle. Specifically, a minimum of low- 
income governments and municipals, not to ex- 
ceed 10 to 20 per cent, a like percentage of the 
highest grade equities and the balance in high- 
grade corporation bonds, with a possible sprink- 
ling of proven utilities. Certain investment coun- 
sel have included guaranteed first mortgages, 
where local conditions are favorable. 


Fulfilment of these recommendations in toto 
would necessitate the liquidation of a consider- 
able percentage of many hospital portfolios. Trus- 
tee boards and finance committees have many 
qualms and are without unanimity in the present 
situation. Granted that sincere convictions guide 
their decisions, no board is justified in maintain- 
ing a status quo without a complete examination 
and study of current investment policy. Current 
recommendations re trust investments, are mani- 
festly temporary. Facing managed currency, 
planned economy, industrial control, and poten- 
tial inflation, it can not be otherwise. Trustees 
responsible for hospital investments are patiently 
(or impatiently) awaiting the norm, or even its 
shadow. 


——<g—__—_. 


Standardizing Rates 


Trust and confidence in the hospitals in any 
community would be greatly increased if they 
showed a willingness to cooperate in the stand- 
ardization of charges made to patient. It would 
seem that if there must be competition among hos- 
pitals it would be better to consider the competi- 
tion of service to the patient and to the doctor 
rather than to indulge in the practice of cutting 
rates or to resort to subterfuge by issuing 
pamphlets containing a list of charges which are 
not all embracing in the contents of information? 
So often, pamphlets containing a list of charges 
are so worded that they are misleading. 


A hospital council would be one answer to 
this important problem. Through coordinated 
effort, the hospitals could standardize on service 
charges, such as routine laboratory examinations, 
x-rays, electrocardiograms, basal metabolisms, op- 
erating room, physiotherapy treatments, etc. The 
hospitals could determine the advisability of in- 
cluding in the room charge such items as 
drugs, dressings, etc., or they may determine to 
make a charge for all extras used. Regarding 
room rates, an agreement could be reached on the 
minimum charge to be made for a private room 
and likewise for a two, three, four, five, or six- 
bed accommodation. If a minimum rate is set 
to guide all hospitals, each hospital could use its 
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own discretion about charges for bed accommoda- 
tions above the set minimum. 


Regardless of the formula used for determining 
charges, all hospitals in a certain community 
should agree and no charge in rates should be 
made unless it is agreed to by all hospitals. If 
they cannot agree upon a formula, some compro- 
mise should be made to obtain the desired end. 


Standardized rates will do much to satisfy the 
patients and the attending physicians, and if prac- 
ticed will be a distinct step forward in establish- 
ing good will in the relationship between hospitals 
and their communities. 


Let it be repeated, if there must be competition 
among hospitals, let it be in service to the patients 
and to the doctors. 


Hospitals and Racketeering 


The vigorous prosecution of racketeers by Dis- 
trict Attorneys Dewey in New York City and 
Courtney in Chicago, and the law officers in sev- 
eral other cities has driven these gentry, many of 
whom are women, into less conspicuous locations 
and into minor racketeering. Just now hospitals 
are the particular favorites of promotion by rack- 
eteers. They are selling tickets for charity, so- 
liciting funds for so-called “iron lungs,” for baby 
incubators and for every conceivable purpose that 
might appeal to the public. Funds for building 
or equipping hospitals for the care of poliomye- 
litis patients, for the care of maternity cases, for 
crippled and sick children, are being solicited by 
these racketeers who promptly appropriate the 
money when collected. They resort to telephone 
calls and to personal visits and frequently wind 
up their successful plea for donations by asking 
the giver to sign his name to some list which 
promptly places the giver upon a “sucker” list 
for future solicitation. 


If all the money raised through such racketeer- 
ing for the purchase of iron lungs, incubators, 
and other equipment in different cities through- 
out the country by people who are illegally using 
the hospitals as an appeal for gifts was spent for 
the purposes for which the money was given, 
there would be enough of this equipment for one 
out of ten of the larger hospitals in this country. 
These rackets are operated in the larger cities by 
organized gangs who use the “sucker” list that 
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they have purchased or assembled themselves, 
the telephone book, the city directory and every 
conceivable means to get into telephone or per- 
sonal contact with the prospective victim. Every 
possible trick is resorted to, to secure a small or 
large gift. They frequently ask the hospitals them- 
selves to make donations for some of their 
schemes. 


Occasionally a hospital itself engages in a phase 
of racketeering which places it outside the pale 
of decent conduct. The instance of a mid-western 
hospital, creating itself as a memorial to a well- 
loved philosopher and humorist, without the con- 
sent of his family or friends, of using the names 
of reputable citizens as sponsors of the move- 
ment, and directors, without their knowledge, of 
organizing lotteries and raising money in this 
and other unethical ways, shows to what extent 
an unworthy institution may engage in dishonor- 
able practices. 


Hospitals should be careful to report to the 
proper authorities all instances when the name 
of their own institution is being used in the so- 
licitation of funds where no permission to do so 
has been given. Friends of hospitals should not 
make any contribution unless they are satisfied 
that the money they give will go directly to the 
institution for which they are giving it. Every- 
one interested in hospitals should cooperate with 
the law authorities in their respective cities and 
towns to eliminate these abuses and to punish 
the racketeers who are engaged in their promo- 
tion. 


The Hospital Administrator and 
His Community 


Hospital administrators should not be so ab- 
sorbed in their hospital duties and so remote from 
the community life that they do not know what is 
going on about them. This is an age of organi- 
zation and coordination. Administrators should 
be active in all local, state, and national hospital 
association affairs. Public welfare work needs the 
advice and help of the hospital administrator more 
than ever before. Through the Plan for Hospi- 
tal Care and other health activities more people 
will enter the hospital each year to have their 
health restored. In order to serve to his greatest 
capacity, the hospital administrator should be ac- 


tive in all forms of community life. 
A. S. B. 
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The February Conferences of the American 
Hospital Association 


Minutes of the Meeting of the Board of Trustees, 
American Hospital Association 


CHICAGO, ILLINOIS, MONDAY, FEBRUARY 14, 1938 


PRESENT: 


Robert E. Neff, President 

G. Harvey Agnew, M.D., President-Elect 
Asa S. Bacon, Treasurer 

Rt. Rev. Monsignor M. F. Griffin 
E. Muriel Anscombe, R.N. 

B. W. Black, M.D. 

Henry M. Pollock, M.D. 

John N. Hatfield 

W. S. Rankin, M.D. 

Peter D. Ward, M.D. 

Frank J. Walter 

Christopher G. Parnall, M.D. 


HE minutes of the meeting of the Board of 
T trsstees held in Chicago on December 11, 
1937, were approved. 
Acting upon the recommendation of the Coun- 
cil on Administrative Practice, it was 


VOTED: That a Joint Advisory Committee 
representing the Catholic, Protestant, and Ameri- 
can Hospital Associations be constituted, this 
committee to consist of six members—two from 
each of the three associations—of which the pres- 
ident of each association should be one, and for 
the American Hospital Association the second 
member should be the chairman of the Council on 
Governmental Relations, Dr. Claude W. Munger. 
The committee is to be a standing committee, 
which will consider all proposed federal legisla- 
tion from the viewpoint of the hospital field and 
of the three national hospital associations men- 
tioned; will represent the hospital field and the 
associations in hearings before congressional com- 
mittees, before organizations national in scope 
which are from time to time considering prob- 
lems and policies affecting the hospital field; and 
in general will consider and advise upon all poli- 
cies in which the entire hospital field and the 
three hospital associations may be concerned. 


Acting upon the recommendation of the Coun- 
cil on Administrative Practice, it was 


VOTED: That the American Hospital Asso- 
ciation approve the adoption of the calendar year 
as the business year of hospitals wherever pos- 
sible. When the fiscal year does not conform with 
the calendar year, it is recommended that an at- 
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tempt be made to keep accounting records in such 
a manner that uniform reporting of such data 
may be made to the hospital field so as to conform 
with other hospital reports, it being recognized 
that certain hospitals, chiefly governmental, can- 
not meet this provision. 


VOTED: That the American Hospital Asso- 
ciation be represented at the New York World’s 
Fair exhibit, that the booklet which is referred 
to in the resolution of the Council be approved 
for preparation and distribution at the Fair, if 
the cost is not prohibitive, and that the Board 
await specific plans which the Council will sub- 
mit before taking further action. 


VOTED: That it is the sense of the Board 
that while it is highly desirable that the Ameri- 
can Hospital Association be represented at the 
various world’s fairs, it should be at an expense 
which the income of the association can reason- 
ably assume; that inasmuch as no definite plans 
had been brought into the Board for considera- 
tion, the matter of participating in the New York 
World’s Fair should be referred to the Council on 
Public Education for development of plans. 


VOTED: That the Board of Trustees give ap- 
proval to the Council on Public Education of the 
three statements which it has prepared in tenta- 
tive form and which are designed to help public 
administrators and public welfare officials in de- 
termining the standards they should expect from 
hospitals and a method that is satisfactory to 
both the hospital and the public welfare group 
in the determination of the per diem rate and of 
the financial ability of the patient to be eligible 
for public care. 


VOTED: That relative to the proposed fed- 
eral commission on relief, which has been placed 
before the President of the United States by the 
Committee on Mobilization for Human Needs, the 
chairman of the Council, Dr. Davis, should fol- 
low through and keep the association informed of 
progress, and when and if such a commission is 
authorized, the American Hospital Association 
should secure proper representation for the hos- 
pital field. 


The attention of the Board of Trustees was 
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called to a conference on general questions of re- 
lief that will be called by the Association of Com- 
munity Chests and Councils for some day in 
March, and that the American Hospital Associa- 
tion had been requested to send four or five dele- 
gates. 


VOTED: That it was the unanimous opinion 
of the Board that in all matters of this nature, 
calling for representation before governmental 
agencies, the representatives of the American 
Hospital Association on the newly formed Joint 
Committee might well serve in this capacity, so 
that in matters of this kind and in emergency 
there would be no delay in appointment of repre- 
sentatives to appear in person before govern- 
mental or other national bodies, and that to all 
intents and purposes the new Joint Committee is 
to replace the old committee under that designa- 
tion. 


BY CONSENT: The aforementioned enume- 
rated requests for representation by the Ameri- 
can Hospital Association were allocated to the 
representatives of the American Hospital Asso- 
ciation on the Joint Committee; viz., Mr. Robert 
E. Neff, President, and Dr. Claude W. Munger, 
chairman of the Council on Governmental Rela- 
tions. 


The Council on Professional Practice presented 
an outline of the “Principles of Relationship Be- 
tween Anesthetists and Hospitals.” Dr. Agnew, 
the member of the Council present, informed 
the Board that these principles had been submit- 
ted to the official association of anesthetists and 
had been approved by them, and that it was now 
the desire of the Council on Professional Prac- 
tice—the Board of Trustees approving—that the 
principles be sent out to the field. 


VOTED: That the Board of Trustees approve 
the “Principles of Relationship between Anesthet- 
ists and Hospitals” as submitted, and without 
alteration, and that these principles be sent to 
the hospital field. 


The Council requested the Board’s approval, 
in principle, of a letter to be sent to the deans of 
medical schools, urging that lectures on hospital 
administration be incorporated in the course for 
medical students, and that outlines of the topics 
to be discussed in these lectures be provided by 
the Council. 


VOTED: That the Board approve the for- 
warding of the letter suggested by the Council 
on Professional Practice, and that the letter 
should be sent over the signature of the chair- 
man of the Council to the deans of medical 
schools, with a copy to the superintendent of each 
of the teaching hospitals; that with this letter 
the information could be conveyed to the deans 
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of the medical schools that it had been approved 
by the Board of Trustees. 


In order to forestall any possible confusion re- 
sulting from actions of the Councils, it was voted 
that the following resolution be adopted: 


RESOLVED, That when action is recom- 
mended by a council involving only the field of 
the particular council, upon authorization by the 
Board of Trustees statements and notices of 
such actions may be issued or published over the 
signature of the chairman of the appropriate 
council. 


That when action on any matter affecting the 
policy of the Association is recommended by a 
Council, such: action must have the approval of 
the Board of Trustees, and notice relating thereto 
must be authorized by said Board and signed by 
the President and Executive Secretary of the 
Association. 

The Council on Government Relations recom- 
mended that the Trustees consider for the future, 
and as soon as possible, the employment of a 
full-time person to be secretary of the Council 
on Government Relations and secretary of the 
Joint Committee; to spend full time in Wash- 
ington while Congress is in session, and such 
other time there or elsewhere as may be neces- 
sary. Financing might be along lines formerly 
used in financing the Joint Committee. 


VOTED: That this matter come before the 
Board when it considers the budget for next year, 
inasmuch as the budget for 1938 has already been 
approved. 

The Council on Planning and Plant Operation 
advised the Board of Trustees of a request re- 
ceived from Dr. Kendall Emerson of the Amer- 
ican Tuberculosis Association, that the American 
Hospital Association make a study of and prepare 
a pamphlet covering the present-day thought on 
problems of construction and plant operation of 
tuberculosis sanatoria, and planning for remod- 
eling or building of facilities in general hospitals 
for the care of tuberculosis patients. 

The Council recommended that this work be 
undertaken by a committee under Dr. Thomas 
K. Gruber as chairman. 

VOTED: That the suggestion of the Council 
for the appointment of such a committee be 
adopted, with Dr. Gruber as chairman, and that 
Dr. Donald Smelzer, chairman of the Council, 
confer with Dr. Emerson concerning the ap- 
pointment of additional members of the com- 
mittee. 

VOTED: That the Council on Association 
Development be authorized to proceed with the 
appointment, on a voluntary basis, of field repre- 
sentatives in every state and province, and that 
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an attempt be made to increase institutional and 
personal membership; and that consideration be 
given to other means of increasing membership— 
probably through appointment of a full-time rep- 
resentative on a paid basis—as soon as possible. 


VOTED: That this recommendation of the 
Council on Association Development be approved. 


The Council on Association Development rec- 
ommended that such state and provincial asso- 
ciations that should establish a system of joint 
dues and a system of joint membership be al- 
lowed to retain of the dues collected $2.00 for 
each personal membership and 10 per cent or a 
minimum of $2.00 for each institutional member- 
ship. 

VOTED: That the recommendation of the 
Council as submitted be adopted. 


The Council on Association Development rec- 
ommended that relative to the section programs 
for the 1938 convention, the programs as now 
suggested by the various councils for this year 
be turned over to the president and executive sec- 
retary of the American Hospital Association for 
completion, with the understanding that any 
changes in form be resubmitted to the interested 
council for action. That the secretary and chair- 
man of the section be notified that in the final 


preparation of their programs they deal with the ° 


president and secretary of the Association and 
not with the chairman of that council which was 
empowered to complete the preparation of their 
programs. The various chairmen of the coun- 
cils are to write to the chairmen of each of the 
sections that further correspondence is to be held 
with the executive secretary and president. 


VOTED: That this recommendation of the 
Council be adopted. 


The Council recommended that it would be de- 
sirable to send a communication from the Asso- 
ciation, signed by the president or the executive 
secretary, to the boards of managers of the in- 
stitutions employing the various council and com- 
mittee members, expressing appreciation of the 
work that their executives might be doing for the 
Association, and for their cooperation in permit- 
ting them to do it. 


VOTED: That this recommendation be adopted, 
and that the letter outline in detail the service 
rendered and the appreciation of the Association 
therefor. Further, that a copy of the letter go 
to the administrator of each institution. 


The Council recommended that the executive 
secretary, after consultation with the president, 
president-elect, and chairman of the Council on 
Association Development, be asked to develop a 
series of articles to appear in HOSPITALS before 
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the 1938 meeting, regarding the formation of the 
duties of the House of Delegates. 


VOTED: That this recommendation be adopted. 


The treasurer next presented the report of the 
annual audit of the Association’s accounts. 


VOTED: That the report be adopted. 


The chairman next presented the Chart of Or- 
ganization for the American Hospital Association, 
as it had been prepared by the executive secretary 
and submitted to the Board of Trustees. 


VOTED: That the chart before the Board con- 
stitute the organization chart of the American 
Hospital Association. 


The next subject to come before the Board was 
a recommendation from the Brooklyn Hospital 
Council that a special stamp be adopted for use 
on United States mail, commemorating May 12— 
“National Hospital Day.” 


VOTED: That the matter be referred to the 
National Hospital Day Committee. 


VOTED: That the suggested membership for 
the Committee on Commercial Standards for Mat- 
tresses, listed below, be approved: 

Howard E. Bishop 
John N. Hatfield 
Neil R. Johnson 
B. B. Standidge 

The executive secretary next presented for the 
approval of the Board a list of committees to 
officiate at the election of members and alternates 
to the House of Delegates in each state and 
province. 

VOTED: 
adopted. 

The executive secretary, in the absence of Mr. 
Hardgrove, secretary of the Joint Advisory Com- 
mittee, reported on the status of legislative activi- 
ties in Washington. 

The executive secretary next advised that in the 
early summer of 1937, after a conference between 
hospital representatives and labor representatives 
in Washington, the Board had authorized that a 
study be made of employment conditions in hos- 
pitals, and that a chart incorporating the neces- 
sary information be prepared by Mr. M. Ray 
Kneifl, executive secretary of the Catholic Hospi- 
tal Association, and by the executive secretary of 
the American Hospital Association. The executive 
secretary advised that Mr. Kneifl had accom- 
plished this work and that the first printing is now 
available. 

In the meantime, however, and without a knowl- 
edge of the progress of this study, the Council on 
Administrative Practice of the Association had 
been organized and had arranged to make a study 


That this list, as corrected, be 
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of personnel conditions in hospitals, and the feel- 
ing now is that this activity should be turned 
over to the Council. 


VOTED: That this matter be referred to the 
Council on Administrative Practice. 


The executive secretary informed the Board of 
Trustees that the Chairman, Mr. Robert E. Neff, 
had interested the Carnegie Foundation for Ad- 
vancement of Teaching, through the Carnegie 
Corporation of New York City, in the study to be 
made of the Cost of Nursing Education, and had 
secured from them a sum of $1,000 to cover the 
cost of this study. 


VOTED: That an expression of appreciation 
for this gift be sent to the Carnegie Foundation. 

Dr. Parnall suggested for the consideration of 
the Board that American hospitals could be ably 
served by the establishment of a research bureau, 
either under the control of the Board of Trustees, 
or at least under a group represented by the 
Board; and that it might be possible to interest 
some philanthropic organization or individual in 
financing such a bureau. 

VOTED: That a committee of the Board of 
Trustees be appointed to consider this project, 
and the chairman indicated that the committee 
would be constituted as follows: 


Christopher G. Parnall, M.D., Chairman 
G. Harvey Agnew, M.D. 
Asa S. Bacon 


Monsignor Griffin again presented the sugges- 
tion previously made by the Council on Associa- 
tion Development that a field representative be 
employed to further the membership of the Asso- 


ciation, pointing out that such a procedure at this 


_ time would be especially effective. 


It was the consensus of opinion that under the 
budget approved by the Board of Trustees for the 
current year, the finances of the Association would 
not permit such an arrangement, and considera- 
tion of the proposal was deferred until it could 
be more fully determined what the results would 
be from the anticipated increased revenues of the 
Association. 


The executive secretary presented the follow- 
ing communication from Miss Agnes M. McCann, 
and the Board voted to incorporate it in the min- 
utes of the meeting: 


“Please extend to the Board of Trustees of 
the American Hospital Association our grati- 
tude for the largess given to us in recognition 
of our beloved sister Anna’s work in the Amer- 
ican Hospital Association. 


“Her years of devotion to the duties assigned 
to her, we know, were inspired by the contacts 
and collaboration with the group of men and 
women who have given so generously of their 
energies for the cause of our hospitals. 

“This material recognition of Anna’s work 
we accept as the least of the numberless 
acknowledgments which came to her constantly 
in warm friendships and fine appreciations 
from those whom she served.” 

The Board adjourned to meet at the call of the 
president some time in June. 
Respectfully submitted, 
BERT W. CALDWELL, M.D. 
Executive Secretary 


Conferences of the Councils and Committee on Coordination 


of Association Activities 


For six years past the presidents and secre- 
taries of the state, provincial, and regional hos- 
pital associations, together with the chairmen and 
members of the legislative committees, have as- 
sembled in Chicago in February for conferences 
with the Board of Trustees and themselves. These 
February conferences have been growing in value 
and interest with each succeeding year. The con- 
ferences this year had the largest attendance of 
hospital people of any year since they were first 
organized. Practically an entire week was de- 
voted to the discussions of hospital problems of 
general interest to the entire hospital field and to 
the work of the councils and committees, with 
full sessions for two days of conferences of the 
state, provincial, and regional officers. 
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Meeting of the Councils 


For the first time since their creation under 
the new by-laws adopted at Atlantic City, the 
membership of the six councils composed of six 
members each met in Chicago. Only two mem- 
bers of the councils out of the 36 were unavoid- 
ably prevented from attending the plenary ses- 
sions of the councils. The councils spent the 
greater part of two days in discussions of asso- 
ciation policies and programs which were espe- 
cially allotted to them. After discussion of the 
functions of their respective councils relative to 
the programs for the work of each council, they 
passed their reports and recommendations to the 
Coordinating Committee for approval. The ses- 
sions of the councils were held at the Drake Hotel. 
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After the separate councils had completed their 
work, the Coordinating Committee composed of 
the chairmen of the six councils with the presi- 
dent of the association, Mr. Robert E. Neff, as 
chairman of the Coordinating Committee, re- 
viewed the reports and passed upon the recom- 
mendations of the several councils. The final ac- 
tion of the Coordinating Committee was referred 
to the Board of Trustees for their consideration 
and approval. 


Council on Administrative Practice 


The Coordinating Committee discussed the 
advisability of constituting a Joint Advisory 
Committee whose membership consists of rep- 
resentatives of the Catholic, Protestant and 
American Hospital Associations. The functions 
of this Joint Committee were to consider all pro- 
posed Federal legislation from the viewpoint of 
the hospital field and the three national hospital 
associations mentioned, to represent the hospital 
field and the associations in hearings before Con- 
gressional committees, before organizations na- 
tional in scope, which were from time to time con- 
sidering problems and policies affecting the hos- 
pital field, and in general to consider and advise 
upon all policies in which the entire hospital field 
and the three hospital associations may be con- 
cerned. This committee to be a standing com- 
mittee consisting of two members from each as- 
sociation, one of whom should be the president 
of his representative association. The second 
member of the committee for each association 
should be selected by the representative associa- 
tion, but for the American Hospital Association 
the second member of the Joint Advisory Com- 
mittee would be the chairman of the Council on 
Government Relations, Dr. Claude W. Munger. 


The Coordinating Committee voted to recom- 
mend to the Board of Trustees that steps be 
taken to have such Joint Advisory Committee con- 
stituted, and that the interested council be kept 
informed of the development and activities of the 
Joint Advisory Committee. 


The separate councils gave consideration to, 
took action upon, and prepared recommendations 
covering the following matters of interest which 
were brought before them: 


The council voted that it recommend that the 
American Hospital Association approve the adop- 
tion of the calendar year as the fiscal year for hos- 
pitals wherever possible; and recommends that 
in hospitals where the fiscal year and the calen- 
dar year do not coincide that an attempt be made 
to keep statistical records in such a manner that 
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uniform reporting of statistical data may be made 
to the hospital field. The council voted that the 
association take steps to determine the interest 
in a section on accounting and statistics of the 
association at the meeting of the American Hos- 
pital Association. 


Council on Public Education 


The council suggests that the American Hos- 
pital Association participate in the hospital ex- 
hibit at the New York World’s Fair. The council 
suggests that a hospital booklet be prepared for 
distribution at the exhibit, the booklet to be spon- 
sored by the American Hospital Association and 
to contain information concerning hospitals which 
would be of interest to the laymen who visit the 
Fair. It was further suggested that this booklet 
might well be in two forms, one a larger booklet 
to be used for distribution at the Professional 
Club, a club arranged for by the World’s Fair 
for the professional people who visit the Fair, and 
another and more condensed booklet for general 
distribution at the main hospital exhibit. The 
council did not present specific plans at this time 
but desires instructions for the purpose of dis- 
cussing this matter with the Fair officials. The 
council voted that the above recommendations and 
suggestions be approved. 


The council reported its participation with the 
joint committee of the Public Welfare Associa- 
tion. The council has prepared with this com- 
mittee, and intended therefor, three statements 
which are designed to help hospital administrators 
and public welfare officials in determining what 
standards they could reasonably apply: 


1 The method of determining the per diem 
rate in a manner satisfactory to both the 
hospital and welfare groups. 

The financial ability to pay which would 
determine eligibility for public care. 


The method of determining the standards 
they should expect from hospitals. 


The council desired the approval of the Co- 
ordinating Committee for the tentative draft to 
be circulated in mimeograph form to selected 
groups of welfare officials and hospitals for sug- 
gestions for revising the forms. 


The council considered the proposed Federal 
Commission on Relief which has been placed be- 
fore the President by the Community Mobiliza- 
tion for Human Needs. The consensus of the 
Council was the opinion that Dr. Michael Davis 
should follow this subject through and keep 
the association informed as to its progress for 
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the purpose that when such a commission is es- 
tablished the American Hospital Association may 
secure proper representation for the hospital field 
on such commission. 


The council reported Mr. Allen Burns, director 
of Community Chests, will call a meeting of rep- 
resentatives of the various associations interested 
to be held in March for the purpose of discussing 
the general questions of relief, and expressed the 
desire that the American Hospital Association 
be represented by four or five delegates. 


Council on Professional Practice 


The Council on Professional Practice requests 
the approval of the Board of Trustees for pub- 
lication and distribution of “The Principles of 
Relationship between Anesthetists and Hospi- 
tals.” The council voted that a letter be sent out 
over the council’s signature to the deans of med- 
ical schools, with a copy to the superintendent of 
each teaching hospital, requesting that lectures 
on hospital administration be provided for grad- 
uate classes of medicine, and that this letter 
should incorporate suggested outline for these 
lectures. 


Council on Government Relations 


The Council on Government Relations recom- 
mends that the Trustees consider for the future, 
and as near future as possible, the employment 
of a full time person to be secretary to the Coun- 
cil on Government Relations, secretary to the 
Joint Advisory Committee of the national asso- 
ciations, who would spend full time at Washing- 
ton during the sessions of the United States Con- 
gress, and at such other time there or elsewhere 
as may be necessary. The council suggests that 
the financing of this activity might be along the 
lines which had been previously used in financing 
the Joint Committee. 


Council on Hospital Planning and Plant Operation 


The council requested the Board of Trustees to 
approve a committee on the Standardization and 
Simplification of Hospital Supplies, with L. M. 
Arrowsmith as chairman, and Neil Johnson, Cor- 
nelia G. Pratt, Willard W. Betts, and Cora E. 
Gould as members. 


The council considered the request received 
from Dr. Kendall Emerson of the American Tu- 
berculosis Association for the preparation of 
plans and procedures in connection with the most 
recent developments in the problems of construct- 
ing tuberculosis sanatoria and units for the care 
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and treatment of tuberculosis patients in general 


-hospitals. The council voted that the preparation 


of this study be undertaken, with Dr. Thomas 
Gruber as chairman of the committee. 


Council on Association Development 


The council requested authorization to proceed 
with the appointment of field representatives on 
a voluntary basis in every state and province for 
the purpose of increasing the institutional mem- 
bership, and that consideration be given to the 
future employment of a field secretary as soon 
as possible. The council voted to recommend to 
the Board of Trustees that such state and pro- 
vincial associations as shall establish a system 
of joint membership and joint dues should be 
permitted to retain $2.00 for each personal mem- 
ber and 10 per cent of the dues collected for each 
institutional member with a minimum of $2.00 
for each institutional member. 


The council voted that the programs for the 
convention as now suggested by the various coun- 
cils for the present year be turned over to the 
president and executive secretary of the Ameri- 
can Hospital Association for completion, with the 
understanding that any material changes in form 
be resubmitted to the interested council for ap- 
proval. That the chairman and secretary of each 
section be notified that in the final preparation 
of their program they deal with the president and 
executive secretary of the association. 


The council voted that the association send a 
communication signed by the president and the 
executive secretary to the Board of Managers or 
Board of Trustees of the institutions whose super- 
intendents or administrators are engaged in the 
work of the various councils as members of the 
councils, expressing the appreciation of the asso- 
ciation for the work that their executives are 
doing, and for the cooperation of the Board of 
Managers of this hospital in permitting them to 
engage in this work. This idea was to be carried 
further to the chairmen and members of the es- 
tablished committees. 


The council voted to recommend to the Board 
of Trustees that the executive secretary, after 
consultation with the president, president-elect, 
and chairman of the Council on Association De- 
velopment, develop a series of articles to appear 
in each issue of HOSPITALS before the 1938 
meeting relative to the functions and responsi- 
bilities of the House of Delegates. 


The council voted that the next meeting of the 
Coordinating Committee would be at the call of 
the president of the association. 
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Mid-Year Conference of State, Provincial, 
and Regional Hospital Association Officers 


dents, secretaries, and chairmen of the legis- 

lative committees of the state, provincial, and 
regional hospital associations was held in Chicago 
on February 14 and 15. Representatives of the 
following hospital associations were in attend- 
ance: Arkansas, California, Colorado, Connecti- 
cut, Florida, Georgia, Illinois, Indiana, Iowa, Kan- 
sas, Louisiana, Manitoba, Massachusetts, Michi- 
gan, Mid-West, Minnesota, Mississippi, Missouri, 
Nebraska, New England, New Jersey, North Caro- 
lina, Ohio, Ontario, Pennsylvania, South Carolina, 
Southeastern, Texas, Western Hospitals, West 
Virginia, and Wisconsin; also the Canadian Hos- 
pital Council, the Tri-State Hospital Assembly, 
the Chicago Hospital Council, the American Col- 
lege of Surgeons, and the American College of 
Hospital Administrators. 


Tax annual Mid-Year Conference of the presi- 


Secretaries’ Conference 


The conference opened with the luncheon of the 
secretaries on Monday, which was attended, as 
well, by many other association officers. A brief 
discussion of convention dates, exhibits, advertis- 
ing programs, year books, and convention pro- 
grams followed the luncheon. Several suggestions 
for programs were received. The committee on 
Simplification and Standardization of Hospital 
Furnishings, Supplies, and Equipment requested 
that the various associations provide for a paper 
on “Simplification and Standardization” on the 
programs of their annual conventions. The com- 
mittee offered to furnish the paper and some one 
to present it if they were given the opportunity. 
Associations interested are to write either L. M. 
Arrowsmith, St. John’s Hospital, Brooklyn, or 
John N. Hatfield, Pennsylvania Hospital, Phila- 
delphia. 


The committee on Accounting and Statistics an- 
nounced that they are preparing a simplified man- 
ual of accounting for small hospitals and request- 
ed that the subject of accounting be placed on the 
programs of the associations. Those desiring as- 
sistance in securing a suitable person to present 
this subject should write Graham L. Davis, The 
Duke Endowment, Charlotte, N. C., or Dr. C. 
Rufus Rorem, American Hospital Association, 
Chicago. 


The success of the gadget exhibit which was 
held last year by the New England Hospital Asso- 
. ciation was noted and such an exhibit suggested 
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to other associations. This consisted of gadgets 
and home made equipment made by hospital ad- 
ministrators and other personnel for use in the 
operation of the hospital. 


The value of an interchange of bulletins, con- 
vention programs, and the like, between the sec- 
retaries of the various associations was again em- 
phasized by a number of secretaries. In order to 
facilitate such an interchange a resolution was 
passed requesting HOSPITALS to carry the com- 
plete list of the presidents and secretaries of the 
various associations, preferably monthly, but at 
least quarterly. Such a list is being carried else- 
where in this issue and all secretaries are urged 
to exchange material of interest as requested. 


The plans for National Hospital Day were an- 
nounced by the chairman, Albert G. Hahn, and the 
cooperation of the associations requested. Dr. 
A. F. Branton related the interest created in Min- 
nesota by the state association giving two plaques, 
one to a hospital from the larger cities and the 
other to a hospital from the smaller cities, for the 
best state program. It was suggested that both 
national and state awards be made to the winning 
hospitals in their home cities when the occasions 
could be made a public event, and thereby afford 
valuable publicity to the hospitals. 


The major part of the program was devoted to 
the consideration of association development, and 
the relationship between the American Hospital 
Association and the state, provincial, and regional 
associations. John R. Mannix, chairman of the 
Council on Association Development, described in 
detail the changes in organization of the American 
Hospital Association effected by the new by-laws 
adopted at Atlantic City. In response to a num- 
of requests, sixteen to date, the council has devel- 
oped model by-laws for state, provincial, and re- 
gional associations which are in conformity with 
the new organization and which will enable these 
associations to coordinate their activities with the 
American Hospital Association. Mr. Mannix em- 
phasized the fact that these by-laws in no way 
weakened the autonomy of the sectional associa- 
tions and that they would be sent only on request 
of a sectional association. 


The model by-laws provide for a similar basis 
of membership, so that should it be desired by the 
sectional association, a system of joint dues could 
be effected and the membership of the two asso- 
ciations would coincide for the election of dele- 
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gates to the House of Delegates by the sectional 
association. Mr. Mannix announced that in event 
a system of joint dues was established the trustees 
had just adopted a resolution whereby the state or 
provincial association would be permitted to re- 
tain $2.00 for each personal membership and ten 
per cent for each institutional membership, or a 
minimum of $2.00. Representatives present con- 
sidered the division of dues to be quite fair. The 
model by-laws also provide for the appointment 
of similar councils and committees so that the ac- 
tivities of the two associations could be more effi- 
ciently correlated. 


After a complete explanation of the new by- 
laws of the American Hospital Association and of 
the model by-laws for sectional associations, Mr. 
Mannix conducted a round table discussion, dur- 
ing which many matters in question were clarified. 
Indiana announced that they had already adopted 
the model by-laws, fixing their state dues at one- 
quarter mill per patient day above the American 
dues for institutional members and the personal 
dues at five dollars more than the American dues, 
and that dues of both associations will be collected 
by the Indiana Hospital Association. Ohio is al- 
ready collecting both, its institutional dues being 
two and one-half mills per patient day, out of 
which the American is paid one mill. Other states 
indicated their intention to consider the adoption 
of the model by-laws at an early date. 


District conferences were also discussed. New 
York, Pennsylvania, Ohio, Indiana, Iowa, Kansas, 
Texas, Illinois and Saskatchewan reported having 
district organizations within their state organiza- 
tions at this time. Many advantages of the dis- 
trict conferences were noted, such as affording 
isolated hospitals the value of the more intimate 
association available in hospital councils, and such 
as affording an invaluable way of maintaining in- 
terest and contacting member hospitals in the 
state between conventions, particularly for legis- 
lative purposes. The meeting was well attended 
and maintained the interest of those present until 
adjournment. 


Trustees’ Dinner 


On Monday evening the trustees of the Ameri- 
can Hospital Association entertained the repre- 
sentatives of the sectional associations in attend- 
ance at the conference at dinner. The dinner was 
informal and devoted to the promotion of fellow- 
ship and good will among those present. 


General Conference 


The presidents, secretaries, chairmen of the leg- 
islative committees, and other representatives 
present convened Tuesday morning for an all day 
conference on association and legislative matters. 
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Dr. Robin C. Buerki presented the program of 
regional institutes of the American College of 
Hospital Administrators. He announced that in 
addition to the Chicago Institute conducted by the 
American Hospital Association, the college has 
planned a western institute for hospital adminis- 
trators to be held on the Stanford University 
campus in August, 1938, and plans are going for- 
ward for an institute to be held in the southeast, 
probably at the Duke University, during the com- 
ing year. An eastern institute was also noted as 
being under consideration. He referred to the in- 
formation regarding hospital administrators 
available in the College Directory, and the use be- 
ing made of it by state associations in planning 
programs. The institute for superintendents of 
small hospitals conducted by the Minnesota Hos- 
pital Association in cooperation with the Univer- 
sity of Minnesota was described by Dr. A. F. 
Branton. 


The objectives of the Council on Government 
Relations was presented by Arden E. Hardgrove. 
He reported that the council desired to be of serv- 
ice to the sectional associations in their govern- 
mental relations and to act as a clearing house 
for such activities. It is planned by the council 
eventually to compile the methods of organiza- 
tion and legislative approach that the various 
sectional associations. have found effective into a 
Manual on Government Relations. The council 
asked whether the present legislative reference 
service was of value and whether those present 
desired that it be continued. The vote was prac- 
tically unanimous that it be continued. Lee C. 
Gammill reported that he copied notices regarding 
legislation favorable to hospitals being considered 
in other states and sent them to friendly mem- 
bers of the state legislature for their guidance. 


The council reported the appointment of a sub- 
committee on insurance legislation, John N. Hat- 
field, chairman; a subcommittee on hospital licens- 
ing, Rt. Rev. Msgr. M. F. Griffin, chairman; and 
a subcommittee on provision for hospitalization 
of recipients of public assistance, Robert Jolly, 
chairman. The council announced its intention of 
maintaining contacts with federal bureaus having 
activities of interest to hospitals, such as the Can- 
cer Institute, and its willingness to prepare model 
state laws, such as on licensing, for the various 
state associations if desired. The objective of the 
council, as recommended to the trustees, is to have 
a full time secretary who would also act as the 
Washington representative of the Joint Commit- 
tee and who would devote his entire time to fed- 
eral, dominion, state, and provincial legislative 
and governmental matters. The chairman of the 
council is a member of the Joint Committee which 
serves to coordinate the work of these two bodies. 
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Hospital Care Insurance, and particularly its 
relationship to sectional associations, was dis- 
cussed by Dr. C. Rufus Rorem. The program for 
approval of plans by the American Hospital Asso- 
ciation was fully explained and state legislation 
governing service plans also was discussed. Dr. 
Fred W. Routley, of Toronto, explained the com- 
bined medical and hospital service plan sponsored 
by organized medicine in Toronto, which opened 
a further discussion of plans for medical care and 
their relationship to group hospitalization. 


Robert E. ‘Neff, president of the American Hos- 
pital Association, presented a report of the activi- 
ties of the various councils which will appear else- 
where. He outlined the organization of the House 
of Delegates and its apportionment between the 
state and provinces. The need for funds was par- 
ticularly stressed and a request made for infor- 
mation regarding any probable source of funds 
for particular studies. He urged all present to 
visit the headquarters of the association and be- 
come familiar with the library and other serv- 
ices available to the membership. 


The report of the Joint Committee of the Amer- 
ican, Catholic, and Protestant Hospital Associa- 
tions was presented by Arden E. Hardgrove. He 
stated that there was a possibility of a wage and 
hour bill being passed at this session of Congress, 
and that the committee had been assured that hos- 
pitals were not in interstate commerce and that 
their position would be so defined if the bill was 
presented. He announced that it was anticipated 
that the Farm Bill just passed would require ad- 
ditional financing, which would have to come from 
further processing taxes, and that processing 
taxes on cotton, meats, wheat, corn, and other 
grains were under discussion. The provision for 
charitable refunds that was included in the pre- 
vious processing tax measure again will be sought 
if such new taxes are introduced. 


Proposed amendments to the revenue act were 
reported including one which would repeal the 
present five per cent federal tax on soaps. It was 
reported that no amendments to the Social Secur- 
ity tax that would affect voluntary hospitals were 
in evidence. Other general information regarding 
legislation before Congress was given. 


John R. Mannix briefly reviewed his presenta- 
tion of the day before to the secretaries confer- 
ence regarding association development, after 
which the morning meeting recessed. 


The afternoon conference was entirely devoted 
to a round table discussion of state and provin- 
cial legislation. The first subject considered was 
the organization of the state associations for legis- 
lative work, and the mechanics of their approach 
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to their state legislatures. Emphasis was laid on 
the contacting of each legislator by a hospital per- 
son in his home district. Forms of organization 
consisting of making a hospital located in each 
legislative district responsible for that district, 
division of the state into hospital districts with 
one or more administrator responsible for each 
such district, a military form of organization 
whereby the chairman called the district captains 
who in turn called the contact men, all were pre- 
sented. One state reported working through pro- 
fessional groups composed of representatives of 
the dental, nursing, medical, and hospital profes- 
sions in each district. Two states reported work- 
ing through the state medical society. A hospital 
“‘who’s who” was suggested whereby the back- 
ground of each legislator from the hospital view- 
point would be determined and kept readily avail- 
able. The need for each hospital to express its 
appreciation to the legislator from its district 
after favorable legislation has been enacted was 
emphasized. 


The amount of reimbursement for the care of 
indigents that the hospital should receive from 
governmental units was next discussed. Two opin- 
ions were expressed, one that hospitals were en- 
titled to receive cost, within certain limits, for 
the care of the indigent and the other that hos- 
pitals should absorb part of the cost so that their 
charitable status would not be endangered and in 
order that government supervision regarding con- 
trol of cost would not be encouraged. All were 
against direct subsidy by the government but the 
majority favored a fair remuneration for tax paid 
patients approaching the cost of care rendered. 


The discussion then turned to payments to hos- 
pitals for the care of crippled children. It was 
announced that the federal bureau in charge of 
grants to states had stated that they were not 
controlling the rate paid by the states, but were 
more interested in their recipients receiving ade- 
quate care. Two states reported that $4.00 per 
day plus the schedule of fees agreed upon between 
the United States Employees’ Compensation 
Commission and the Joint Committee for the care 
of WPA patients had been determined as the state 
rate for crippled children. Other rates noted 
were $3.00, $3.50, $3.75, $4.00, and $4.50 per day, 
all inclusive. 


Dr. Charles F. Wilinsky stated that in Massa- 
chusetts the hospitals were reimbursed 75 cents 
per clinic visit for venereal disease treatment 
through Social Security grants from the United 
States Public Health Service. Likewise, the state 
is supporting approved cancer clinics. In a num- 
ber of states, hospitals are receiving arsenicals 

(Continued on page 132) 
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Conference of Hospital Service Plan Executives 


Approval Program and Ward Service Discussed 


New York City, February 17-18, 1938 


which meet certain standards will be given 

official approval by the American Hospi- 
tal Association through the issuance of an ap- 
proval certificate. The certificate will enable ap- 
proved plans to be easily differentiated from 
associations organized as mutual or stock insur- 
ance companies offering cash indemnities for hos- 
pital expenses. This policy was announced by Dr. 
Basil C. MacLean, chairman of the Committee on 
Hospital Service, at the recent conference at New 
York City, February 17 and 18, which was at- 
tended by representatives of more than forty plans 
from all parts of the United States. The stand- 
ards to be applied are those printed in the Janu- 
ary, 1938, issue of HOSPITALS and are available 
to hospital executives or trustees as the basis for 
the establishment of new plans. Most important 
requirements are non-profit sponsorship and con- 
trol and provision of service through contracts by 
which a majority of hospitals in each community 
agree to provide service to the subscribers with- 
out regard to immediate cash payment from the 
hospital service association. 


Dr. 8S. 8S. Goldwater issued a “Challenge to Non- 
Profit Hospital Care Insurance Plans” at the ban- 
quet at the St. Moritz Hotel, Thursday evening, 
attended by more than 200 persons. He stated 
that lower subscription rates were necessary if 
the masses of the employed population were to 
place hospital care in the family budget. He sug- 
gested that existing rates of approximately three 
cents a day for an employed person might suffice 
to furnish both hospital and medical care to per- 
sons of limited means. This would require some 
adjustment of existing hospital policies, and it 
might be necessary for such plans to have phil- 
anthropic or governmental subsidy to offset po- 
tential deficits incurred by the institutions ac- 
cepting cases. “But only in this way can the vol- 
untary principle continue to dominate hospital 
care insurance without governmental compulsion 
or the increase of taxes through further use of 
government hospitals.” 


NY wien met hospital service associations 


The morning of the first day was devoted to re- 
ception and registration at the offices of Asso- 
ciated Hospital Service of New York. Frank 
Van Dyk, executive director of the New York 
Plan arranged for visitors to be given an oppor- 
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tunity to observe the office procedures of the larg- 
est plan in the United States, with more than 
600,000 subscribers on February 1. Proceedings 
of the various sessions will be published in the 
near future by the Committee on Hospital Service 
and will include papers on the following subjects: 
Full Family Coverage; Maternity Coverage; Uni- 
form Accounting Classification; Diagnosis Classi- 
fications; Out of Town Service and Reciprocity ; 
National Publicity ; Basis for Remunerating Mem- 
ber Hospitals; Effective Dates and Procedures for 
New Applications; Billing and Collection Pro- 
cedures. 


The meetings revealed the advantages from 
coordination of policies and procedures of the 
various organizations, and a number of commit- 
tees were appointed to serve the needs of the 
existing plans. The office of C. Rufus Rorem will 
serve as headquarters for the various commit- 
tees, and Frank Van. Dyk, chairman of the Ad- 
visory Group, will be an ex-officio member of 
each. A brief bulletin edited by Mrs. Marcella 
Lehmann, assistant to Dr. Rorem, will serve to 
distribute technical information of interest to 
service plan executives. 


The following committees were appointed for 
the coming year: Accounting: Ray McCarthy, 
St. Louis, Chairman; J. D. Colman, Baltimore; 
G. W. Even, Buffalo; F. P. Rawlings, Washing- 
ton, D. C.; Diagnosis Nomenclature: E. A. van 
Steenwyk, Minnesota, Chairman; M. H. Coleman, 
Richmond; R. F. Cahalane, Boston; S. D. Meech, 
Rochester; Maurice Norby, Pittsburgh. Recipro- 
city: John McNamara, Cleveland, Chairman; 
Perry Addleman, Chicago; E. R. Evans, Albany; 
Felix Grisette, North Carolina; Robert Parnall, 
New Haven. Publicity: Max Hahn, New York, 
Chairman; Ben Green, Chicago. Actuarial Data: 
E. J. Henryson, Washington, D. C., Chairman; 
Carl Metzger, Buffalo; W. W. Seymour, Syracuse. 


“The hospitals of America have an opportunity 
to establish a new pattern for health service,” 
said C. Rufus Rorem. “European plans for health 
insurance were established to relieve the govern- 
ments from the need of taxation. Hospital care 
insurance in America has been established to re- 
lieve the patients from the hazard of large, un- 
predictable expenditures.” 
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Development of Cooperative Action 


in the Hospital Field 


JOHN R. MANNIX, Cleveland, Ohio 


hospital field must include a review of the 
history and development of the American 
Hospital Association. 


A NY discussion of cooperative action in the 


The first recorded attempt at hospital coopera- 
tion was when eight hospital executives met on 
September 12, 1899, in Cleveland, at the call of 
J. S. Knowles, superintendent of Cleveland’s Lake- 
side Hospital, to organize the “Association of Hos- 
pital Superintendents.” This association which 
was later to become the American Hospital Asso- 
ciation, had as its object “meeting together at 
stated times of those in the immediate charge of 
hospitals for the interchange of ideas, comparing 
and contrasting methods of management, the dis- 
cussion of hospital economics, inspection of hos- 
pitals, suggestions of better plans of operating 
them and such other matters as may affect the 
general interest of the membership.” 


During its first seven years the Association 
membership was limited to the executive officers 
of hospitals but at the eighth annual meeting in 
1906 recognition was given to the fact that the 
Association should be primarily an organization 
of hospitals rather than an organization of hospi- 
tal administrators and, the name of the Associa- 
tion was changed to the American Hospital Asso- 
ciation and the objective changed to “the promo- 
tion of economy and efficiency in hospital man- 
agement.” Membership in the organization was 
extended to “such other persons occupying admin- 
istrative positions in hospitals as are interested 
in the objects of the Association.” 


Dr. S. S. Goldwater made a report at this meet- 
ing on the development of the Association and 
paved the way for the beginning of real service 
directly to hospitals. 


In 1918, at the suggestion of Dr. Frederick A. 
Washburn, membership in the Association was 
further extended to include members of the medi- 
cal staff and superintendents of nurses as asso- 
ciate members. Dr. Washburn made a strong plea 
for the broadening of the membership and objec- 
tives of the Association. 
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In 1915 hospital executives in Ohio organized 
the first sectional hospital association. Since that 
time 38 states and 8 provinces have organized 
associations. The following year the committee 
on development of the American Hospital Asso- 
ciation reported: “We do not believe that state 
associations are a move in the right direction. 
There is no good reason why there should be a 
division along state lines. In some states it is 
impossible to form and maintain state associations 
while in others an efficient association can be 
maintained.” 


Geographical Sections—Regional Associations 


The discussion which followed the presentation 
of this report would indicate that the committee 
did not object to state associations as such but 
rather that they felt that in some instances re- 
gional associations covering an area of several 
states or provinces were advisable. They were 
also of the opinion that such state, provincial, or 
regional associations as might be formed should 
be closely affiliated with the American Hospital 
Association rather than organized as independent 
units without provision for cooperation with the 
national body. This discussion resulted in an 
amendment to the American Hospital Association 
constitution to provide for geographical sections 
“in order that recognized meetings of the associa- 
tion may be held in various parts or places not 
easily accessible to all members.” 


.These geographical sections did not work out 
as planned seemingly because of the fact that the 
sections had no voice in the affairs of the Ameri- 
can Hospital Association and their membership 
did not coincide. Many individuals were members 
of the state or provincial association but not mem- 
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bers of the American Hospital Association and 
many individuals and institutions were members 
of the American Hospital Association but not - 
members of the sectional association. 


Association Becomes an Association of 
American Hospitals 


At the twentieth annual meeting in 1918, Dr. 
Arthur B. Ancker, president of the Association 
at that time, made the following remarks: 


“The American Hospital Association has been 
for many years a voluntary, personal association 
of hospital people. As such it has prospered and 
rendered helpful public service. There has been 
a growing feeling, however, that the association 
should develop along broader lines and that for 
this purpose the adoption of a plan of reorgani- 
zation is necessary. From time to time it has 
been suggested that this association should be- 
come an association of American Hospitals... . 
At the last meeting of the trustees the president 
was authorized to appoint a special committee to 
consider a report on this question. This report 
has been placed in the hands of every member of 
the Association. . . . Your president urges the 
adoption of this proposal for reorganization as 
it stands. . . . because it will make possible an 
association of American hospitals to promote the 
welfare of the American hospitals and to protect 
the interest of hospitals and hospital work... . ” 


Dr. A. R. Warner and Mr. Richard P. Borden 
also pleaded for the adoption of the report and 
action was taken by the association providing for 
institutional membership so that in 1918, after 
19 years of service, the Association became for 
the first time an association of hospitals as well 
as of individuals. 


Subscribing Members 


Five years later at the annuai meeting of 1923 
membership of the Association was broadened 
further to provide for membership of “any per- 
son or organization not residing or having usual 
location within the continent of North America 
may become and remain a subscribing member 
of the Association....” With the adoption of this 
change in the constitution the membership was so 
broadened that since that time any individual or 
organization anywhere in the world who is in- 
terested in the objectives of the American Hos- 
pital Association may become a member. 


From 1915 to 1932, state, provincial, and re- 
gional associations were being organized in all 
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sections of the United States and Canada until 
in that year every state, province, and territory 
was served by a sectional or regional association 
with the exception of the states of Nebraska, 
Maryland, Delaware, and the District of Colum- 
bia, and Province of Quebec. All of these asso- 
ciations were organized along different lines and 
there was great variance in their program. 


Paul Fesler, president of the Association in 
1932 recognized the need for exchange of ideas 
between these various associations and on Feb- 
ruary 15, 1932, called the first meeting of rep- 
resentatives of these associations with the Board 
of Trustees. At this meeting representatives of 
several associations strongly urged closer coordi- 
nation of activities of all state and provincial 
associations with activities of the American Hos- 
pital Association. Similar suggestions were made 
at meetings in 1933 and 1934. The first definite 
step in this direction was taken at the Philadel- 
phia Convention in 1934 when the Association 
passed a resolution authorizing the Board of Trus- 
tees to appoint a committee “to study the basis 
of membership, the relation of regional and na- 
tional associations and their proper financing.” 


Committee on Membership Structure and 
Association Relations 


Late in 1934 the Board of Trustees appointed a 
committee on membership structure and associa- 
tion relations which consisted of three members 
representing the sectional associations, three 
members representing the American Hospital 
Association, and a chairman. This committee 
spent three years studying the membership struc- 
ture and financing of all organized hospital asso- 
ciations and the relationship of these associations 
one to another. During this period the commit- 
tee worked closely with the Committee on Con- 
stitution and Rules of the American Hospital As- 
sociation and at regular intervals reviewed 
its work with the American Hospital Associa- 
tion Board of Trustees. The committee made 
progress reports at the 1935 and 1936 conventions 
and during the years 1935-36-37 members of the 
committee reviewed the committee’s work at the 
meetings of many state, provincial, and regional 
hospital associations. After three years discus- 
sion the committee proposed the adoption of a 
new set of by-laws for the American Hospital As- 
sociation which would completely revamp its mem- 
bership structure, system of dues, and its rela- 
tionship to sectional associations. The report of 
the committee was adopted at the 1937 meeting 


. in Atlantic City by a vote of 277 to 17. 


The by-laws which were adopted provided for 
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distinction in the membership structure between 
acute hospitals and hospitals caring for long stay 
cases and provided different dues for both groups. 
They further provided for institutional member- 
ship dues on a patient day rather than a bed ca- 
pacity basis for the reason that it was felt that 
patient days basis was more applicable in that hos- 
pitals benefit from American Hospital Association 
activities in proportion to their volume of service 
rather than in proportion to their bed capacity. 
The report further provided for a house of dele- 
gates of 100 members, 72 of whom would repre- 
sent American Hospital Association members in 
the various states and provinces. It further pro- 
vides for a Board of Trustees of twelve rather 
than nine members. This change was made be- 
cause it was felt that a larger board would be 
more representative of the hospitals of the 
two countries than it is possible for a board of 
nine to be. The House of Delegates will be the 
legislative and policy-forming body of the Asso- 
ciation; the Board of Trustees will continue to 
be the executive body of the association. It is 
felt that these two bodies, representative as they 
will be of the hospitals of the two countries will 
be able to bring to the American Hospital Asso- 
ciation a complete and accurate picture of hospi- 
tal conditions and needs in a way that was not 
possible through the former type of organization. 


Six Councils of the Association 


The new by-laws further provide for six coun- 
cils to carry on the work of the association. Under 
the plan of organization which had been in effect 
there existed a joint committee of the three na- 
tional associations which concerned itself with 
legislative problems. The council on Community 
Relations and Administrative Practice which was 
formed in 1932 concerned itself with a number of 
special problems including group hospitalization, 
hospital accounting, nursing education, hospital 
councils, etc. There also existed 12 sections 
formed for the purpose of conducting meetings on 
various divisions of hospital practice at the an- 
nual meeting. There were in addition six stand- 
ing committees and twenty-two special commit- 
tees. There were therefore 42 different groups 
with a considerable amount of overlapping of 
activities. 


Under the present plan of organization the 
work of these various groups will be assigned to 
one of the six councils. Three of these councils, 
namely those on Administrative Practice, Profes- 
sional Practice, and Hospital Planning and Plant 
Operation, will be concerned with the internal de- 


partmental problems of hospitals. Two others, 
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namely those on Public Education and Govern- 
ment Regulations will concern themselves with the 
external relationship of hospitals. The sixth coun- 
cil on Association Development will concern itself 
with matters affecting the association itself. The 
new by-laws further provide that the chairmen 
of these councils shall form a coordinating com- - 
mittee which shall act as a planning body and 
shall coordinate the work of the six councils and 
plan the program for the annual meeting. 


It is believed that the new membership struc- 
ture, the new basis of dues, the organization of 
the House of Delegates, the enlarged Board of 
Trustees and the formation of the six councils 
are all moves in the proper direction and that the 
American Hospital Association is in a position to 
go forward with renewed vigor as a result of this 
reorganization. 


The Council on Association Development con- 
siders it their task to continue to foster and en- 
courage cooperative action among _ hospitals 
through local, district, state, provincial, regional, 
and national hospital associations. There are 
many hospital problems which can be handled ef- 
fectively only on a national or international basis 
and it is the duty of the American Hospital Asso- 
ciation to concern itself with these problems. On 
the other hand there are many problems which 
can better be handled by regional, sectional, or 
local hospital associations and the Council on As- 
sociations Development wishes to assist in all pos- 
sible ways not only the American Hospital Asso- 
ciation but all other organized associations of hos- 
pitals. 


During the three year period when the com- 
mittee on membership structure and association 
relations was working on the matters referred to 
it, they discussed their work with a number 
of state and provincial hospital associations. A 
number of these associations asked their commit- 
tees on constitution and by-laws to propose 
changes in their own plan of organization to make 
possible a closer and thus more effective relation- 
ship with the American Hospital Association: Be- 
cause of these actions a great number of inquiries 
have been received by the Council on Association 
Development from sectional associations regard- 
ing by-laws which would bring the organization 
of their association to coincide with the American 
Hospital Association organization. As a result of 
these requests the Council has developed a model 
set of by-laws for such associations which will be 
furnished on request. To date 16 associations 
have asked for copies of these by-laws. The Coun- 
cil on Association Development wants it under- 
stood that it has no intention of dictating the plan 
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of organization of such sectional associations, as 
a matter of fact, the Council has decided to sub- 
mit the by-laws only to those associations which 
request them. It is recognized that many changes 
in the proposed outline will have to be made to 
meet the local requirements, needs, and condi- 
tions that exist in the various states and provinces. 


Interlocking of the National and State 
Associations 


The Council also wishes to make it perfectly 
plain that any state association that decides to 
adopt the model set of by-laws loses none of its 
autonomy. In fact the adoption of the by-laws 
should increase its influence and prestige within 
its own territory because all American Hospital 
Association members in that particular area -will 
become members of the sectional association. The 
adoption of the model set of by-laws will have 
several advantages including the following: 


1 They provide for a membership structure 
which coincides with the American Hospital Asso- 
ciation membership structure. Adoption by sec- 
tional associations of the article on membership 
structure would mean that the membership of the 
American Hospital Association and the sectional 
association would be identical and that would 
make it possible for sectional associations to elect 
delegates from their areas to the House of Dele- 
gates. 


2 Another advantage is that the adoption of 
the article on dues would permit a system of joint 
dues between the sectional association and the 
American Hospital Association. Such a system 
would mean that hospitals would be billed once 
for both sectional association and American Hos- 
pital Association dues. This arrangement while 
advantageous to the hospital should also be bene- 
ficial to both associations. 


3 A third advantage is that the model set of 
by-laws proposes the organization of six councils 
similar to the American Hospital Association 
councils. If sectional associations have councils 
which correspond to the American Hospital Asso- 
ciation councils it will be possible to secure co- 
operation of corresponding sectional and national 
councils which should be mutually advantageous. 


4 A fourth advantage is that the model by-laws 
propose the organization of district conferences 


within the various states or provinces. Seven 
state associations have already organized such 
conferences and six other state and provincial 
associations have stated that they are giving con- 
sideration to the formation of such conferences. 
The organization of such conferences will give 
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all hospital executives, even those connected with 
institutions in the more remote areas the advan- 


- tage of regular contact with their colleagues. Un- 


til recently this advantage was enjoyed only by 
the executives in a few large cities having organ- 
ized hospital councils. 


During the coming year the Council expects to 
make a concerted drive to increase the institu- 
tional and personal membership. The Council is 
particularly interested in bringing into institu- 
tional membership all hospitals approved by the 
American College of Surgeons. There are approxi- 
mately 600 hospitals which are approved by the 
College of Surgeons but which are not members 
of the American Hospital Association. The Coun- 
cil hopes to increase the personal membership of 
the association by impressing upon hospital ex- 
ecutives that they have a responsibility not only 
to their own institution but also to the hospital 
field. In its work on membership the Council 
will, of course, cooperate with all organized hos- 
pital associations. 


The Council is also interested in encouraging 
the organization of state and provincial associa- 
tions in those areas where no such associations 
exist. At the present time ten states, the District 
of Columbia, and Province of Quebec do not have 
organized sectional hospital associations. 


The Council is also giving consideration to the 
development of a directory of hospital associa- 
tions. (This directory would include a list of 
local, district, state, provincial, regional, national, 
and international hospital associations together 
with the names of their officers, the types and 
numbers of members, the amount of dues, a list 
of their outstanding accomplishments and an out- 
line of their present activities. 


Such a directory might be published annually 
in an issue of HOSPITALS or in the annual trans- 
actions of the American Hospital Association and 
should be helpful to everyone interested in the 
development of cooperative action among hos- 
pitals. 


The objective of the American Hospital Asso- 
ciation is “to promote the welfare of the people 
through the development of hospital and out- 
patient service.” The Association can accomplish 
its objective only through existing hospitals, as 
represented by their executives. The efforts of 
the Council on Association Development will be 
directed towards developing ways and means of 
assisting the American Hospital Association, and 
other hospital associations who may request its 
assistance, in carrying out its objective in the 
most effective way. 
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The Hospital Exhibit at the New York 
World's Fair 


The management of the New York World’s 
Fair early recognized the desirability of having 
the participation of hospitals in its Educational 
Exhibit. 


The Fair located the Medical and Public Health 
Building on a site centrally located, and on the 
main line of travel of the 50,000,000 people who 
will attend the Fair in 1939. 


The care of the patient in the hospital will be 
dramatically portrayed in a space of 1200 square 
feet, strategically located in this building. All 
of the agencies cooperating to protect his health 
will be adequately and properly integrated 


through the exhibits, so as to afford the layman 


a true and complete picture of care in the modern 
hospital. 


The management of the New York World’s 
Fair appointed a committee of well known lead- 
ers in the hospital and allied fields to sponsor this 
exhibit. The members of the committee, headed 
by Dr. Claude W. Munger, director of St. Luke’s 
Hospital, New York, as chairman, are: Dr. Mi- 
chael M. Davis, Homer Wickenden, Dr. Adam 
Eberle, Dr. Bert W. Caldwell, Claribel Wheeler, 
Dr. W. S. Rankin, Rev. Alphonse M. Schwitalla, 
S.J., Dr. Haven Emerson, Dr. E. H. L. Corwin, 
Charles F. Neergaard, Dr. Arthur C. Bachmeyer, 
Dr. Mark F. Fleming, Raymond P. Sloan, and 
Dr. Charles F. Wilinsky. 


This committee held a joint session on January 
27, with a group of leading manufacturers who 
had manifested an interest in sponsoring the Hos- 
pital Exhibit. Included in this group, Dr. Mun- 
ger reports, were representatives of The Ameri- 
can Laundry Machinery Co., the American Ster- 
ilizer Co., Bard-Parker, Davis and Geck, Frank 
A. Hall and Sons, Becton-Dickinson and Co. and 
Will Ross, Inc. 


Dr. Victor Heiser is chairman of the General 
Advisory Committee on Medicine and Public 
Health, and Dr. Louis I. Dublin is chairman of 
the Executive Committee which is supervising, 
through more than 40 sub-committees, the crea- 
tion of the individual exhibits. Homer N. Calvin 
is director of the Health Exhibits. 


Raymond P. Sloan explains in detail the plans 


and purposes of the hospital exhibit at the New 
York World’s Fair as follows: 
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“In the huge Hall of Medical Science, for ex- 
ample, with its twenty or more sections devoted 
to disease and its prevention and treatment, com- 
plete units will be given over to hospitals, and 
organized care of the sick, dentistry and oral hy- 
giene, pharmacology and drugs, and forensic med- 
icine including toxicology, alcoholism and drug 
addiction. The Hall of Public Health will give 
recognition to the important roles which engi- 
neering, chemistry and other sciences play in 
helping man keep alive and adapt himself to his 
environment. Here the spotlight will be focused 
on sanitary engineering, including water supply, 
sewage disposal, and street cleaning, milk control, 
food control, noise, air hygiene, and housing and 
health, as well as industrial injuries and diseases. 
A third division will be the Hall of Man, where 
an heroic-sized transparent man will be among 
the dynamic displays, its simulated beating heart 
symbolizing the ‘wonder of life.’ There will also 
be giant anatomical and physiological models of 
the human machine in action. 


“Dioramas, moving figures and motion pictures, 
gadgets that work at the touch of a button, light- 
ing and sound effects, murals, cross-sections and 
giant figures will contribute to the drama of the 
exhibits. Tentative plans for telling the hospital 
story include a vertical section in relief of a mod- 
ern hospital building with successive lighting of 
different sections, to show what is done for a typ- 
ical medical case and a typical surgical case. 


“The progress of the medical patient will be 
traced as he is admitted through the out-patient 
department, proceeds with his diagnostic exami- 
nations, and is admitted to the ward with the 
various treatments accorded him until his final 
discharge with social service. Paralleling this 
procedure will be that of a private, surgical case, 
arriving by ambulance, his assignment to a pri- 
vate room, examinations and consultations, the 
operating room, ensuing convalescence, with food 
service and nursing, and finally paying his bill 
on the way out. 


“It will also be the purpose of this exhibit to 
make the layman aware of the many people who 
contribute to his recovery but whom he seldom, 
if ever, sees. The background will be illumi- 
nated to show representatives of all the depart- 
ments and_ services — building maintenance, 
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grounds maintenance, laundry, housekeeping, di- 
etary, business office, purchasing and stores de- 


partment, admission office, pharmacy, heat, light ~ 


and power, trustees, social service, out-patient 
department, records, laboratory and x-ray. 


“The financial side of the hospital, too, will be 
shown in such graphic manner as having the four 
legs of a hospital bed made up of dollars, showing 
that 60 per cent is money coming from patients, 
30 per cent from Government and 5 to 10 per cent 
from endowments. Besides this large diagram 
will be one or two smaller diagrams showing that 
the bed cannot stand straight if the 10 per cent 
or the 30 per cent is not there. 


The rural hospital will be presented as a health 
center and there will be fundamental figures about 
hospitals in the United States showing graphic- 
ally, for example, that every four seconds a per- 
son enters a hospital, the percentage that leave 
the hospital cured, the percentage of babies born 
in hospitals, et cetera. There will also be on view 
close-ups of an operating room, anesthesia room, 
examining room and x-ray room to the extent of 
space available. 


“The financial sponsorship of the hospital ex- 
hibit will be undertaken by ten or more of the 
leading manufacturers and merchandisers in the 
hospital field.” 





Narcotic Regulations in Ohio and Michigan 


The narcotic laws of Ohio and Michigan are 
similar in restricting possession of narcotics to a 
pharmacist, physician, dentist, or veterinary sur- 
geon. 


The attorney general of Ohio, in an informal 
opinion, ruled that unless a hospital has a physi- 
cian or registered pharmacist in charge, said hos- 
pital may not in the operation thereof, possess, 
purchase, dispense, and administer narcotics. 


The attorney general of Michigan has also is- 
sued recently a ruling which will permit the licens- 
ing of hospitals only when a physician or phar- 
macist is in charge of narcotics and responsible 
for them. 


The Bureau of Narcotics was informed of the 
difficulties that hospitals were having in regard to 
the dispensing of narcotics in those hospitals ad- 
ministered by lay people, which do not have a reg- 
istered pharmacist, and therefore have to pur- 
chase and control their narcotics through a staff or 
resident physician. The Bureau, upon being ad- 
vised of the difficulty this was causing, gave the 
following explanatory letter in regard to the Ohio 
situation. 


“The various collectors of internal revenue for 
the state of Ohio were informed by the Bureau of 
Internal Revenue that a hospital or similar insti- 
tution in Ohio having no physician in charge of 
the hospital or institution, is not ‘lawfully en- 
titled’ under the laws of Ohio to acquire and dis- 
pose of narcotic drugs, and therefore, is not en- 
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titled under the provisions of the Harrison Nar- 
cotic Law, as amended, to register in class 4. If 
the hospital or similar institution has no physi- 
cian in charge but has a registered pharmacist in 
charge of its drug room, such a hospital or in- 
stitution is entitled to register in Class 3, as a re- 
tail dealer, under the Harrison Narcotic Law, as 
amended. However, any disposition of narcotic 
drugs by the pharmacist in charge of the drug 
room must necessarily be made in pursuance of 
prescriptions issued by registered physicians. 


“From the foregoing, it would appear that only 
two types of hospitals or similar institutions in 
Ohio are entitled to acquire and dispose of nar- 
cotic drugs. One type is that which is in charge 
of a duly licensed physician. The other type is 
that which has no duly licensed physician but 
which has a registered pharmacist in charge of 
the drug room. This Bureau can see no objec- 
tion to a hospital which is in charge of a duly 
licensed physician having its narcotic drug sup- 
ply handled by a registered nurse, but the respon- 
sibility for the acquisition and disposition of the 
narcotic drugs rests with the physician in charge 
and not with the registered nurse.” 


The approval of the Bureau for the physician 
to delegate the handling of the narcotics to a reg- 
istered nurse is to be particularly noted. While 
this letter was written in regard to the Ohio situ- 
ation, it should equally apply to Michigan and any 
other states having similar restrictions. Other 
states are advised to check their existing narcotic 
laws or any amendments to the same. 
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The Medical Staff Conference 






HAROLD L. FOSS, M.D., F.A.C.S., Danville, Pennsylvania 


at a rate heretofore never witnessed. 

Great corporations with assets of a bil- 
lion dollars have been organized and business com- 
bines have become so gigantic that they employ 
hundreds of thousands of men. All are directed 
by close-knit organizations, headed by executives 
whose relationships are, by means of conferences 
and meetings in which ideas are rapidly and freely 
exchanged, rendered productive and efficient. The 
whole process of business progress has been di- 
rected and furthered, not single-handedly but 
rather by groups of administrative minds work- 
ing as a unit. 

Until recently, medicine, to a great extent, has 
continued to be the individualistic affair which 
characterized it since the days of Galan. There 
have been a few exceptions. They began to make 
their appearance some forty or fifty years ago but, 
because of their revolutionary methods, even their 
ethics were gravely questioned. It has only been 
in the past fifteen or twenty years that groups or 
clinics and close-knit medical organizations, 
usually operating in or associated with hospitals, 
have been able to exist without being subjected to 
serious and perennial criticism. 


As physicians we are taught to think pretty 
largely for ourselves and are looked upon as pro- 
verbially individualistic to the extent that our 
methods are a source of amazement to our busi- 
ness colleagues whose very existence depends on 
cooperation. With the development of larger in- 
stitutions with their ever increasingly complex 
technical procedures and vast staff expansion, 
many of those ideas formerly utilized only in 
business and scorned by our learned profession, 
have more and more become adopted into our own 
scheme of things. We have come to realize the 
necessity of greater esprit de corps among our 
professional groups. Nothing tends to more com- 
pletely develop this than the staff conference. 


In 1918, as part of its program of establishing 
minimum standards for Class A hospitals, the 
College of Surgeons specified the staff conference 
as one of the requirements. Ten years later, in 
1928, the American Medical Association made the 
holding of periodic staff conferences a requirement 
for the approval of internships. Their general 
purpose is quite different from that of the usual 
Medical Society gathering before which set papers 
are presented and discussed. The objects are 
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manifold. Chiefly, they should provide an open 
forum for frank and full discussion of all phases 
of hospital procedure especially as it affects the 
patient. They have become an important part of 
hospital life and for which funds should be pro- 
vided in the general hospital budget. 


Advantages of Staff Conferences 


1 The staff conference is one of the most 
potent single factors in promoting loyalty to the 
hospital and interest in its progress and develop- 
ment. 

2 The staff conference tends to promote a 
friendly competition among the staff in executing 
and presenting their work. 

3 Staff conferences provide a frequent and 
regular opportunity for practical post-graduate 
medical study and advancement. 

4 The staff conference furnishes the best prac- 
tical means of bringing to the attention of the 
entire staff the wealth of instructive clinical 
material passing through the institution. 

5 The staff conference focuses attention of the 
staff upon its more active and outstanding mem- 
bers. 

Monthly staff assemblies in our approved hos- 
pitals numbered over 4,000 in 1936, with an aggre- 
gate attendance of over 800,000. They have gone 
far to establish an educational standard within the 
hospital and have served to emphasize the group 
responsibility of the entire staff in the care of the 
institution’s patients. 

Years ago Dr. Martin said that the most im- 
portant object of the staff conference was to safe- 
guard the health of the public and made this 
significant statement that “incompetency, igno- 
rance, and carelessness cannot thrive in the light 
of group supervision.” 

To be successful, the staff meeting must be 
interesting and it must be instructive. It must 
stimulate. Doctors will come to them as long as 
they enjoy them, not that they must be amused, 
but they insist that their time be not wasted and 
that they learn something by attendance. 

Purposes of Staff Conference 


1 The maintenance of the highest scientific 
and professional ideals within the hospital. 
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2 The promotion of group consciousness and 
staff cooperation. 

3 The stimulation of interest in graduate medi- 
cal education. 

4 The eradication of incompetency and care- 
lessness. 

5 The formulation of new and helpful pro- 
cedures. 

6 To check the performance of badly planned 
or unnecessary operations. 

7 To provide means for investigation of infec- 
tions and other complications above the normal. 


8 To provide the means for periodic appraisals 
of the quality of the work and the progress of the 
various departments. 

9 To stimulate especial interest in the individ- 
ual hospital and to promote every increasing 
loyalty to it. 

10 To provide means of mutually studying the 
problems of the administrative and professional 
divisions in so far as they become associated or 
overlap. 

11 To introduce into the hospital, sensible, 
practical, businesslike methods, so necessary to 
the success of the banker, the manufacturer, the 
business man in general, and which are in no way 
incompatible with strictest ethical medical pro- 
cedures. 


Some staff conferences may be in the last de- 
gree boring because of inappropriateness of the 
program arrangement or because of dry and per- 
functory methods of subject presentation. Some- 
one has said that the doctor is not interested in 
the vague hypothesis of some complex and un- 
important physiological phenomenon—what he 
wants to know is why the barrel of a syringe 
sticks. 


Personal criticisms have no place in staff con- 
ferences and acrimony and personalities are never 
tolerated by the competent presiding officer, who 
should be an older member of the staff who com- 
mands the respect of all of his associates, and 
who is a tactful and gracious parliamentarian. 
Such a leader aided by an energetic staff confer- 
ence committee can make such meetings most 
worth while, meetings which not only promote 
good fellowship but do more to stimulate loyalty 
than any one thing can possibly do. 


Subjects for Staff Conference 


1 Patients whose cases are of especial and un- 
usual interest and which represent important and 
practical lessons. 

2 Groups of cases illustrating success or fail- 
ure of laboratory methods, x-ray diagnosis, medi- 
cal and surgical treatments, etc., etc. 

3 Annual or semi-annual reports of depart- 
ments: clinical laboratory, x-ray department, 


86 


surgical, urological, etc., giving statistical data on 
progress from year to year. 

4 Analyses of deaths, wound infections, opera- 
tions, deliveries. 

5 General monthly statistical summaries. 

6 Procedures and methods in clinical record 
keeping with constructive suggestions regarding 
their improvement. 

7 New technical procedures — laboratory; 
operative; x-ray, etc. 

8 Necropsy reports of selected cases which 
illustrates, especially well, important points in 
diagnosis and treatment. 

9 Requirements of the hospital and its in- 
dividual departments, especially in reference to 
future progress and expansion. 

10 Methods of the handling of patients, espe- 
cially interns, nurses, etc., and suggestions for 
improvement. 

Meetings to be successful should be largely 
visual. It has been said that we obtain ninety 
per cent of our impression through our eyes. 
Therefore, anything which can be shown upon a 
screen should so be presented. Charts, tables, 
etc., but only in a condensed form; pictures of 


' patients; photographs of gross specimens; photo- 


micrographs and lastly, the motion picture film 
and particularly the newer kodachrome moving 
picture film. 

Interesting necropsy protocols are always ap- 
propriate but the cases should be carefully 
selected and never be routine and the pathological 
reports should be presented only in abstract. 
Nothing has so tended to neutralize the value of 
many of our staff meetings than irrelevant and 
casual post-mortem reports. The pathologist 
should be an authoritative and good extemporane- 
ous speaker. 

The doctor in the operation of his hospital prac- 
tice, the hospital executive and the trustee in the 
administration of their hospital, have come to 
realize that the operation of their institutions can 
and should be conducted on a businesslike basis 
without jeopardy of professional ethics. In the 
operation of a large hospital, or a small one, cer- 
tain principles of good sense long recognized in 
business, principles which are related funda- 
mentally to cooperation and team work, have 
gradually become appreciated by the hospital doc- 
tor and slowly but surely adopted by him. It 
may be that this attitude has, perhaps, contrib- 
uted as much to American hospital progress and 
success as has actual scientific effort. At least, 
both, it has been discovered, must go hand in 
hand if the greatest possibilities within the insti- 
tution are to be achieved. And so the staff con- 
ference has become an accepted, important, and 
essential part of hospital life. 
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The Eternal Drama of the Hospital 


S. CHESTER FAZIO 


of attending an opening night at a new 

theater? The beauty of the building, the 
decorations, and the comfortable air conditioning 
all put you in a receptive mood for an enjoyable 
evening, but the newness of it all makes you very 
sensitive to details. 


D: you ever have the interesting experience 


The curtain rises. The first act is splendid, the 
acoustics are perfect, the scenery artistic, the plot 
of the play absorbing, and the acting excellent. 
You look forward to what the rest of the evening 
has to offer with pleasant anticipation. 


In the second act all is changed. A new actor 
appears on the scene for the first time. He has 
only a minor part but he is so out of character 
that he spoils the rest of the play for you. The 
next day, when giving your reactions to the eve- 
ning, “that fellow who ruined the play” becomes 
a very important person. He casts a shadow over 
the memory of the whole evening’s performance. 


Who was at fault? The actor? Obviously. 
But wasn’t the casting director guilty of an error 
in judgment when he assigned that particular 
actor to portray that character? 


This is rather a long preamble, but sometimes 
it is easier to evaluate situations when they are 
not within our sphere of activity. We have not 
gone so far afield as one might imagine. Every 
day in the hospital the curtain is going up and 
down on some great drama of life. 


We do not have much choice in selecting our 
plays. Sometimes we have a bit of comedy, some- 
times a tragedy, but no matter what develops our 
aim and purpose are to have as many happy end- 
ings as possible, to give the principal characters 
the assurance that they have the cooperation of 
the entire supporting cast, and to gain the con- 
fidence of the public so they will patronize us. 


The program of a current production in New 
York City mentions the producers, and lists the 
executive staff, production staff, and technical 
staff. The set-up is not very different from our 
own organization chart. 


The Board of Directors Guarantee the Type 
of Service 


Our Board of Directors are producers and ex- 
ecutives. As producers they do not seek to pro- 
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mote something that will be a paying proposition 
for their personal profit. On the contrary, they 
give their time and effort to promote the benefit 
of others. They often give liberally of their per- 
sonal funds to offset operating deficits. They be- 
come backers and the term “angel” can be quite 
literally applied. As executives they direct the 
administration of the hospital, thereby assuming 
a tremendous responsibility to the community. 
Their names and reputations are the hospital’s 
guarantee of the type of service it renders. Many 
persons patronize and contribute to a hospital be- 
cause of the men who are on its Board of Direc- 
tors. And it has been said, “I know Mr. X is a 
responsible man. I think an institution he backed 
would provide the best of medical and hospital 
care.” 


In appointing the production staff the Board of 
Directors must use the utmost care. On their 
decision rests their own reputations, the reputa- 
tion of the hospital, the wise spending of the hos- 
pital income, and in a large measure the health 
of the community. How easily we can judge and 
catalogue in our own mind the reputation of a 
theater and its contribution to the mental health 
of the community if we know the production staff. 


Selections for Key Positions 


In making selections for such key positions as 
members of the medical staff or the superintend- 
ent of the hospital, it is essential that the Board 
of Directors exercise great care. The mem- 
bers of the medical staff must have the highest 
ethical standards and the superintendent, the gen- 
eral stage manager, whose responsibilities force 
him to partake of the duties of every office, must 
have the tact and training to cope with every 
possible condition as soon as it occurs. As he 
must depend greatly on the efficiency and cooper- 
ation of each member of his personnel, he must 
be able to select and employ those who are willing 
and able to act their respective roles perfectly 
under any circumstance at any time. 


If a mistake is made, who is blamed by the pub- 
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lic? The one who makes the mistake is at fault, 
certainly ; but worse censure falls upon the Board 
of Directors and the superintendent. The former 
because they selected the superintendent, and the 
latter because he selected the employee. Just as 
the directors “advertised” their belief in the su- 
perintendent’s producing qualifications when they 
appointed him, so did he vouch for a good “sup- 
porting cast” when he employed his personnel. 
He practically stated, “I believe these persons suit- 
able. In my judgment they are the right persons 
for the job.” Can he evade the issue when he 
finds some member of the group flagrantly un- 
suitable by saying, “Well, I thought 

public will say he cannot. 


In the ordinary, every day routine in the hos- 
pital, the unsuitability of one person for his role 
may affect the “good acting” of all the others. 
Just as in the opening of the new theater, the 
newness of it all made one very sensitive to de- 
tails, so it is the hospital; the patient finds him- 
self in a new situation and added to the strange- 
ness of it he is ill, worried, and emotionally dis- 
turbed, which altogether make him super-critical 
and super-sensitive. He is quick to appreciate the 
fine points of service and is just as quick—some- 
times quicker—to voice his disapproval when 
something happens to displease him. 


The hospital “audience” represents as much of 
a cross section of a community as will be found in 
any theater. It is composed not only of intelli- 
gent educated people, but the uneducated and emo- 
tionally unstable. Stories of what happens in the 
hospital is spread through the community. We 
are all human enough to want our best efforts 
recognized, and to want a sympathetic and under- 
standing hearing when an accident occurs or a 
mistake is made. But the hospital personnel is 
not supposed to make mistakes. When some in- 
attention, impatience, or discourtesy on the part 
of the personnel does occur, it can be greatly ex- 
aggerated in the mind of a patient emotionally 
disturbed. The story of it can grow to an appalling 
tale and become quite unrecognizable. Our only 
protection is to take every precaution to avoid 
mistakes. The superintendent cannot leave one 
detail to chance. 


Superintendent Needs Good Judgment and 
Working Knowledge of Each Department 


The superintendent must be able to judge wisely 
in employing the hospital personnel, and in addi- 
tion he must have a working knowledge of each 
one’s duties and responsibilities. 


If a superintendent appoints competent people 
why should it be necessary for him to know how 
to do their work? Many people are competent for 
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their particular bit of work but a supervisor is 
necessary for coordination. The superintendent 
must know something of what is required of each 
one and how it affects the work of others. Then, 
some people are good workers if they know that 
the head of the institution understands their work, 
but they may grow careless if they think “Tt is all 
Greek” to their superior. 


Furthermore, as manager, the superintendent 
must be on the alert to initiate any method which 
will decrease the expense or improve the service. 
This he can do only if he is familiar with every 


avenue of expenditure and every phase of admin- 


istration. For example: 


The housekeeper sees that the linens are well 
kept and give service as long as possible. But 
it is the superintendent who must watch the mar- 
ket trends and place orders weeks in advance of 
need, if there are indications that there will be 
a rise in prices. Or the housekeeper may have 
some new method of linen control and distribu- 
tion she would like to try. The superintendent 
must be able to anticipate the effect the change 
would have on other departments and decide 
whether or not it would be practical. 


It has been mentioned before that great care 
should be exercised in selecting persons for key 
positions in the production staff. As a rule, we 
find the Board of Directors of a hospital do not 
make many mistakes in selecting the medical 
staff. The records of the doctors are considered 
very carefully as well as their academic qualifica- 
tions. The directors do not hazard their reputa- 
tions or that of the hospital by putting young in- 
terns on the Medical Board. They seem to appre- 
ciate the value and the need of the medical staff 
being men who have had good practical experi- 
ence. 


In selecting the superintendent the good judg- 
ment of the Board of Directors may often be 
questioned. It may be that they are not familiar 
enough with what goes on behind the scenes to 
appreciate the countless details involved in admin- 
istrating an institution so as to provide service to 
the patient efficiently and economically, avoid ac- 
cidents, and anticipate mistakes. It should be 
obvious that wide, practical administrative expe- 
rience would be the most valuable asset for this 
highly specialized work. Academic education is 
important but it should be supplemented by good 
practical experience. 


We cannot be assured that mistakes will not 
occur in our hospitals, but we know many can be 
avoided if the executive staff and the production 
staff realize their responsibility in choosing the 
best person for the role he is to take in the eternal 
drama that is being played in the hospital. 
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Working and Living Conditions 


JOSEPH G. NORBY, A.B., F.A.C.H.A., Milwaukee, Wisconsin 


must bear in mind that we have a very real 

problem, which has become more acute as a 
direct result of movements which were set into 
motion many years back, the complete meaning 
of which was not then fully appreciated and prob- 
ably is not now fully understood. I am eliminat- 
ing from my discussion here all consideration of 
extraneous and selfish activities which degenerate 
into the realm of rockets, and which, while they 
may have a temporary effect on the social and 
economic development of our people, cannot effect 
the ultimate result very much, unless it be to re- 
tard the orderly development of the movement. 


|: DEALING with personnel management, we 


Public education is one of the movements I 
refer to, and there are others of greater or le3s 
importance. Compulsory public education is, 
however, the most important of all the movements 
that have affected the mind of the general public 
today, and for our purpose today we may limit 
our thinking to this cause. 


Educators have in the past painted pictures of 
the Utopias which would automatically develop 
everywhere when a universally educated public 
should have been attained. They failed, however, 
to count the cost and the effects of inter-related 
causes, and so, as the level of knowledge has 
risen, there have come demands for realism in the 
picture. 


A public with an average education in the high 
school bracket cannot be dealt with on the same 
terms as one with an average elementary educa- 
tion. We must therefore recognize that our 
workers are in a different stage of intellectual 
development than they formerly were. A check 
of the educational attainments of our personnel 
will surprise us and be of help in adopting 
methods of procedure. 


The foregoing all has a definite bearing upon 
the question of housing and working conditions. 


Living Conditions 


It has pretty generally been taken for granted 
that hospitals should house and feed their em- 
ployees. The custom no doubt dates back to the 
days when, for obvious reasons, the personnel had 
to be concentrated upon the premises, and when 
maintenance here as in the case of farm workers 
was the principal and often the only remuneration 
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provided. As cash salary or wages have come and 
grown, the economy angle fades, and that is par- 
ticularly true as demands for more humane hous- 
ing conditions come to the fore. 


A description here of housing conditions for 
personnel would only be a recital of conditions as 
anyone of us who has been in the work fifteen or 
more years knows it to have been. Barracks, 
crowded basement and hallroom quarters, poorly 
equipped, poorly lighted, without maintenance 
attention. Personnel unsupervised, with no recre- 
ational opportunities, no social direction; forgot- 
ten after the employment card was signed. 


Close at hand were the nurses. Elaborately 
housed in single rooms, with adequate toilet and 
bathing facilities, guarded and watched, nurtured 
and fed, educated and paid, provided with social 
direction, moral guidance, and medical direction. 


This passed muster while the maids were sim- 
ple “newcomer” girls. Not now. Nurses and 
maids are of nearly the same social status now. 
One chooses to study, the other to work. You no 
longer can set up contrasts and keep peace and 
harmony and incidentally a clear conscience. 


Many considerations therefore dictate that hos- 
pitals house no one except those few whose spe- 
cial duties make it desirable. This satisfies the 
demand of the personnel for less restraint, 
greater independence, opportunity to provide 
their own recreational outlets, and privacy away 
from the institution. It relieves the administra- 
tors of a very serious administrative obligation 
and provides opportunity for employees to live 
normal and not institutional ‘lives. Individual 
compensation will naturally have to be larger, but 
there will be reciprocal savings. 


If living quarters are to be provided, the hos- 
pital must take into consideration all the obliga- 
tions which it faces in its nurses’ home. Reason- 
able comfort, facilities for recreation, privacy, 
careful maintenance, sanitation, etc. Not unnat- 
ural patronage but human consideration and at- 
tention. 
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Industry is only troubled with the question of 
housing as its wage scale affects the employee’s 
ability to provide for himself adequate living 
quarters. In like manner it becomes an added 
problem to hospital administrators and ties into 
the general subject of working conditions. 


Working Conditions 


Salary or wages, hours, schedules, sanitary 
conditions, and management relationships are in- 
volved in working conditions. 


Salary or wage scales should be commensurate 
with those paid in industry for similar work. 
Under any condition they should be adequate to 
pay for comfortable housing, reasonable recrea- 
tion, necessary food, social security (insurance). 
There is no good reason why wages in hospitals 
should be any marked degree lower than the pre- 
vailing wages for similar work. 


Hours on duty should be reasonable and def- 
inite. As a rule the stagger system is not satis- 
factory. Here again the employee is entitled to a 
satisfactory arrangement so as to be able to work 
out personal plans on a reasonably systematic 
basis. Working hours should be definitely known 
and adhered to. 


Duties should be carefully defined and respon- 
sibilities outlined. Rest, recreation, and health 
service must be guaranteed by proper time off and 
vacation, without penalty for illness of short 
duration. There must be free access to manage- 





ment, either individually or through representa- 
tion. 


All of the above seems very simple and common 
sensed. Our difficulty lies in its application. Hos- 
pitals are usually lacking in funds and advance 
that as the reason for failure to maintain what 
we all admit to be proper conditions among our 
workers. 


Hospital service is provided free, part-pay, full- 
pay and at a profit. The average exceeding en- 
dowment income should equal cost. Society does 
not demand that hospital service should be pro- 
vided below cost; nor does society demand that a 
part of the cost should be contributed by those 
employed by the hospital. If the hospital’s charges 
are too low to provide conditions for employees 
that are in harmony with decency and good usage, 
then society should gladly pay the difference, and 
hospitals should raise their rates accordingly. 


We are living in a new and more enlightened 
age, and we will have to adjust ourselves to it 
willy nilly. We are dealing with a different type 
of personnel. We are confronted with a new and 
purer morality. Hospitals cannot afford to lag 
behind in providing proper conditions for their 
personnel. Movements are more powerful than 
individuals. 


Education and enlightenment are making de- 
mands that follow in logic and reason. We must 
pay the cost. We have presented ideals for a hun- 
dred years through public education. The Chris- 
tian Era is two thousand years old; we are accus- 
tomed to reason from cause to effect. 





The Biennial Meeting of the National 
Nursing Association, Kansas City, 
Missouri, April 25-29, 1938 


The Biennial Convention of the three National 
Nursing Organizations (the American ‘Nurses’ 
Association with a membership of 140,000; the 
National League of Nursing Education with a 
membership of 4,500; and the National Organiza- 
tion for Public Health Nursing with a member- 
ship of 9,700) will be held in Kansas City, Mis- 
souri, the week of April 25, 1938. 


The central theme of the Biennial will be ‘The 
Individual Nurse’s Responsibility for Professional 
Progress.” Discussions will center around the 
_ preparation needed by nurses in order to render 
effective service to individuals and communities. 


Among the speakers who will address the joint 
sessions are: Effie J. Taylor, dean of the Yale 
School of Nursing, and president of the Interna- 
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tional Council of Nurses, who will speak at the 
opening session on “The Nurse as a Member of 
Her Profession”; Dr. C-E. A. Winslow of the Yale 
School of Medicine, scheduled to speak Thursday 
morning, April 28, on “Organizing for Better 
Community Service”; and Rabbi Abba Hillel Sil- 
ver of the Temple, Cleveland, who will speak on 
the “Spiritual Values in the Profession of Nurs- 
ing” at Thursday’s evening meeting. 


In addition to the joint session, each organiza- 
tion is holding special meetings for its members, 
at which problems and questions concerning nurs- 
ing service and nursing education will be dis- 
cussed. 


Preceding the convention on Saturday and Sun- 
day, April 23 and 24, the NOPHN is conducting 
a series of institutes on maternity, tuberculosis, 
syphilis and gonorrhea, school nursing, records 
and statistics, and business and office administra- 
tion. 
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Sterilization 


A. J. HOCKETT, M.D., New Orleans 


and regional hospital meetings for the past 

decade reveals the rather startling fact 
that during all of this time less than five or six 
papers have been devoted to the important sub- 
ject of sterilization and its application in the hos- 
pital field. In spite of the fact that the technical 
procedure known as sterilization is carried on in 
every department of the hospital today, the funda- 
mental theories and preparations involved have 
been so carefully worked out and have become so 
standardized there remains little to be said that 
is either new or unique. 


A SURVEY of the programs of our national 


Assigning the Responsibility for Sterilization of 


Surgical Dressing 


The question has arisen from time to time as 
to the proper person to be designated as being 
responsible for the sterilization of all surgical 
dressings within the hospital. No satisfactory 
rule can be formulated which will apply to all hos- 
pitals because of the fact that such a rule would 
have to be elastic enough to take care of the many 
exceptions which are bound to occur according to 
the construction and administrative set-up of the 
hospital itself. Where dressing sterilization is 
performed by the central supply room, it is per- 
fectly obvious that the central supply supervisor 
should be held responsible for all surgical dress- 
ings. Where the hospital is large enough to pro- 
vide separate delivery rooms and a sterilization 
department for them, it is of course the delivery 
room supervisor who is held responsible for this 
procedure. 


The difficulty which arises occasionally occurs in 
the main operating sterilization room, where 
maids, orderlies, nurses, and doctors are working 
together. In this particular situation—who is the 
best person to designate for the responsibility 
here? While at first thought it might seem ob- 
vious that the operating room supervisor should 
be assigned this function, it has been found in 
common practice that because her duties are so 
numerous almost invariably it follows that she 
assigns the work to some subsidiary worker, re- 
sulting in a multiplicity of persons responsible, 
and a break down in operating room morale, which 
is the bane of every administrator at some time 
or other. In the experience of this writer, it is 
much more desirable to assign this duty to some 
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other graduate nurse in the department, or to an 
efficient and trustworthy orderly who has worked 
in the operating room long enough to realize the 
responsibility of this job. Under this system the 
superintendent and the surgeon, or both, will at all 
times have one particular person to whom they 
can turn for advice in regard to breaks in tech- 
nique which do occur from time to time. 


Determining the Efficiency of the Equipment 


There are a great number of methods for de- 
termining the efficiency of pressure steam steril- 
izers now in common use in all hospitals. Equip- 
ment of this kind has only one function, namely 
sterilization, and any method which tests the ac- 
tual sterility of material subjected to the tem- 
perature and pressure ordinarily used, is there- 
fore the best method of testing their efficiency. 
This can best be done by cultures which are 
checked by the laboratory. This method is not 
practical except at occasional intervals but is prob- 
ably the most accurate available. There should 
be provided as standard equipment a thermometer 
which records the temperature in the outlet and 
a recording thermometer to record the tempera- 
ture maintained within the sterilizer during the 
time of sterilization period. We have found the 
use of Diack controls the best method of the 
known chemical preparations on the market for 
determining whether or not proper sterilization 
temperatures have been achieved within the sur- 
gical bundle itself. The only difficulty with this 
method is its rather high cost, which we have 
been able to hold rather low by employing it only 
on the larger packages. We do not believe that 
small bundles carry these hazards, if properly 
prepared or properly packed on edge in the auto- 
clave. Our experience with the other chemical 
methods have not been universally satisfactory. 
We have found the small but authentic textbook 
by, Underwood, on Surgical Sterilization a great 
help in instructing our operating room personnel 
in the proper methods of high pressure steam 
sterilization. 
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Differentiating Between Bundles of Sterile and 
Unsterile Dressings 


One of the bugaboos of every operating room 


is the lack of a fool-proof method for differentiat- 
ing between bundles of sterile and unsterile sup- 
plies. When we consider that a human life hangs 
in the balance whenever there is a failure of any 
system so established, we can readily appreciate 
the importance of any procedure which appears to 
be quite simple. As a matter of fact the efficiency 
of any system used may generally be computed 
in direct ratio to its simplicity. At Touro In- 
firmary, each bundle is dated with a rubber stamp- 
ing machine as it leaves the sterilizer. While we 
have found this system to be almost 99 per cent 
efficient, it is possible to release a non-sterilized 
bundle without erasing the date, and therefore 
possible for the same bundle to make its way into 
the sterile supplies and constitute an operating 
room hazard. Because of this fact we have in- 
augurated a system of placing on the outside of 
each bundle a small tag, perforated in the middle, 
with the upper half marked “sterile,” in large 
letters, and the lower half marked “unsterile,” in 
large letters. This tag is attached to each bundle 
before sterilization, and following sterilization 
the lower half is torn off and discarded. No bun- 
dle is accepted for operation without a tag. We 
have found this simple method to be quite effi- 
cient and in connection with the dating procedure 
and the chemical control, gives us an accurate 
check on the sterility of each and every surgical 
package. 


Standard Surgical Dressings 


For many years the American College of Sur- 
geons and the American Hospital Association 
have cooperated in a movement towards standard- 


izing surgical dressings. As a result of their 
combined efforts, standardized dressings have 
been placed upon the market by our friends in 
the commercial field, at a cost comparable to, or 
even below, that of dressings made by hand within 
the hospital. When hospitals buy ready made 
dressings, the use of standardized sizes will be 
found advantageous. In those hospitals which 
have active and interested woman’s auxiliaries 
or church organizations, who assist with the mak- 
ing of surgical dressings, the labor cost does not 
enter the price of these supplies, and as a result 
they find it more economical not to buy ready 
made and standardized dressings. In these in- 
stances most hospitals have not found the use of 
standardized dressings of great importance, and 
have therefore developed what might be consid- 
ered dressing pharmacopoeias for their particu- 
lar hospital. 


Dry Autoclave Sterilization for Instruments 


In conclusion the writer would like to add one 
more thought to the subject of operating room 
sterilization. In spite of the fact that Asa S. 
Bacon, Presbyterian Hospital, Chicago, more than 
fifteen years ago introduced the practice of dry 
autoclave sterilization for surgical instruments 
and utensils, this method is not in wide use by 
hospitals, even at this date. Many hospitals con- 
tinue the practice of boiling sharp instruments 
and tolerate dull edges and uncertainties of ster- 
ilization, when high pressure steam sterilization 
for these articles will be found to be a real econ- 
omy and a perfectly simple procedure. At Touro 
Infirmary, we have been able to reduce the re- 
placement cost for certain instruments more than 
3314 per cent in one year by the adoption of this 
method. We can heartily recommend it to you 
for your consideration. 
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Catholic Hospitals of New York 
Contribution to Charity 


The Rt. Rev. Msgr. John F. Brady, director of 
the Division of Public Health of New York Cath- 
olic Charities, reports that the 23 Catholic hos- 
pitals in the New York Archdiocese expended 
$1,300,000 in operating expenditures in excess 
of the operating income during 1937. 


Msgr. Brady in his report says: “Despite the 
financial difficulties under which they labor, Cath- 
olic hospitals serving the New York Archdiocese 
were able in 1937 to give 305,676 days of free 
care, an increase of 11,000 over 1936, represent- 
ing a contribution to the health of the commu- 
nity of more than a million and a half dollars in 
free service. 


92 


“This, of course, would not include nearly 20,000 
patients who could pay only a part of the regular 
rate, or the operating losses from patients paid 
for by the city at a rate admittedly far below the 
cost to the hospital. The self-sacrificing service 
of our six orders of nursing Sisters, who, last 
year, devoted 210,000 hours to nursing 2,000 in- 
digent patients in their own homes, and contrib- 
uted approximately $18,000 in cash in addition to 
their services also should be added, as well as 
158,000 visits to our out-patient department, of 
which more than 86,000 were free.” 


— 


Making soap from coal is being tried by Ger- 
man chemists—that is, they are turning ordinary 
coal into synthetic acid fats for soap-making. 
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An Early Hospital Journal 


JOHN E. RANSOM, Baltimore 


HOSPITAL LIFE made its appearance. It was 

published in Chicago. Its full title was “Hos- 
pital Life, a Monthly Magazine Devoted to the In- 
terests of Hospitals, Sanitariums and Training 
Schools for Nurses and All Who Are Identified 
Therewith.” Illustrated. H. G. Cutler, Editor. 
Price $1.00 per annum—10 cents per copy. The 
editor was apparently the publisher as_ well. 
Twelve issues were published. 


[" JANUARY, 1898, Volume I, Number 1, of 


Most of the leading articles were descriptive 
and historical of Chicago hospitals, but it had 
other interesting features as well. Among them 
were such articles as “The Effect of a Hospital 
Training Upon a Practitioner,” by Dr. Edmund 
Andrews; “Internes Fifty Years Ago,” by Dr. 
T. N. Quales; “The Nurse—Ancient and Modern,” 
by Dr. John Ridlon; “Is the Trained Nurse a 
Theorist?” by Anne Hewitt Byrne, Superintend- 


ing Nurse of Wesley Hospital Training School;: 


“The Hospital Trustee,” by Arthur Ryerson; and 
“The Nurse’s State of Mind,” by Rev. L. A. Mer- 
cer. One issue was devoted to “Humane and Sci- 
entific Care of the Insane—Its Origin in the 
Labors of Dorothea Dix.” On out-patient work 
there were discussions of the clinical value of free 
dispensaries and the seemingly never answered 
question of dispensary abuse. 


The Chicago Inter-Ocean, in discussing it edi- 
torially, said: 


“The field is a new one, but it has been well 
occupied by this magazine, which is edited with 
much good sense and correct taste, and fur- 
thermore, offers in each number original arti- 
cles by physicians on topics appropriate to the 
plan of the periodical.” 


This was the time of our War with Spain and 
it is not an unexpected thing to find in the May 
number a circular of the Daughters of the Ameri- 
can Revolution Hospital Corps for Service in the 
Army and Navy of the United States. This cir- 
cular states that applications for hospital positions 
in the Army are referred by the Surgeons Gen- 
eral to the D. A. R. Hospital Corps for examina- 
tion. Applicants must have had hospital train- 
ing, be between 30 and 50 years of age, and must 
present indorsements as to good character and 
general ability. Nurses who secure appointment 
in the Army are paid railroad fare to the place 
of duty and $30.00 per month with board. If prac- 
ticable, lodging is also furnished. The D. A. R. 
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Hospital Corps supplies uniform aprons, but 
nurses are expected for the present to wear their 
own white dresses and caps. 


A goodly number of poems appear in this mag- 
azine and there was an occasional story. One en- 
titled ““Love’s Magic Touch” relates the romance 
of a beautiful nurse and a patient who had been 
injured in risking his life to save a child from a 
run-away horse. 


There was an editorial in one issue entitled 
“Dull Months Also in the Hospital.” It said the 
following: 


“July and August are dull months in busi- 
ness, many of those who have money to spend 
being away from the cities. There are also dull 
months in the hospitals, although the un- 
itiated would find it difficult to explain why. 
One would instinctively say that the hot months 
would be the months when sickness would pre- 
vail and the hospitals overflow. On the con- 
trary these institutions depend largely upon 
the country for patients, and this is the season 
of the year when the farmers are busy. Later 
on when their crops are harvested they come 
to the city for treatment, or accompany those 
who are not able to make the journey them- 
selves. 

“Another reason for the dull times in the 
hospitals is that the medical colleges are not in 
session. When the Seniors and the Post-Grad- 
uates return to their homes for their vacations, 
cases are often entrusted to them which they 
soon discover are beyond their skill. At the 
opening of the next college terms these will be 
brought to famous physicians and surgeons 
connected with the faculties and placed in hos- 
pitals where they can have the care of trained 
nurses and every convenience and precaution 
which experience and scientific forethought can 
devise.” 


HOSPITAL LIFE carried little advertising 
matter. Two or three Chicago hospitals, a medi- 
cal book company, the Walter Baker Company, an 
Indianapolis manufacturer of operating room 
equipment, and invalid furniture, taking most of 
the advertising space, which was limited to three 
of the cover pages. 


One issue carried the following quotation from 
an old newspaper : 
Chicago Weekly Democrat, Dec, 28, 1847. 
“We paid a visit, a day or two since, to the 
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County Hospital which is kept in the old Tippe- 
canoe Hall, on Kinzie Street, north side of the 
river. We were shown through the different 
wards by Dr. Van Dalsem, who, with his lady, 
is unremitting in his attentions to the large 
number of patients with which the building is 
constantly filled. The hospital is under the su- 
pervision of the professors of the Rush Medical 
College, who give time and skill gratis, for the 
relief of the patients. 


“We were struck, however, with the total 
want of adaptation of the building to its pres- 
ent use. It was originally intended for stores, 
but only a portion of the interior was furnished 
so as to make it habitable. Consequently a 
large number of patients must suffer from the 
currents of cold air coming through numerous 
cracks and crannies. 


“Again, there are no regular wards. In the 
male department some forty or fifty patients, 
laboring under various diseases and suffering 
in different stages of each, are crowded to- 
gether, so that in many cases infection and 
death, from one patient having to suffer at- 
tacks of different diseases, have resulted. From 
the crowding of the hospital, the smell is at 
times intolerable; and all efforts at purifying 
by disinfecting substances, fluids, etc., have 
proved unavailing. 


“These things should be remedied, and as soon 
as possible a suitable hospital should be erected 


in a less populous portion of the city. Its pres- 
ent location must prove highly offensive to the 
neighborhood, especially should the city be 
visited with a disease of an infectious nature. 


“The number of patients in the hospital at 
one time has varied (since the 30th of March 
last, when it was opened) from seventy to one 
hundred. The whole number taken in and re- 
lieved in that time has been 317. 


“The house having been repaired and. fur- 
nished, medicines having to be purchased, and 
in fact, all that was needed in an establishment 
of the kind having to be procured in that time, 
it must be expected that the expenses would be 
heavy. Accordingly we find that the Hospital 
and Poor House have cost for rent, attendance, 
food, etc., $6,948.30; for medicines, professional 
services, etc., $1,480.60. Total $8,428.90. And 
this in less than one year.” 


This is the hospital from which the present 
Cook County Hospital developed. 


Why HOSPITAL LIFE suspended publication 
with its twelfth issue does not appear in any state- 
ment in that number. One may conjecture that it 
had too local an appeal. Certainly no hospital 
journal devoted largely to the hospital interests 
of the Chicago of forty years ago, carrying only 
three pages of advertising and selling for a dol- 
lar a year or ten cents a copy would appear to be 
a promising financial venture. 





WPA Workers Now Covered by Com- 
pensation on Way to and from Work 


The United States Employees Compensation 
Commission issued the following Bulletin, W.P. 
No. 24, on July 13, 1937. 


“In reference to injuries to security workers 
while traveling to or returning from work. 


“The Commission adopted a new rule July 8, 
1937, that all persons receiving security wages 
will be considered in the performance of duty 
while going to or returning from work, and en- 
titled to the benefits of the Act of February 15, 
1934. The new rule is applicable only to pending 
cases on which a final decision has not been 
reached. It is applicable only to persons receiv- 
ing security payments in accordance with the 
schedule of rates approved by the President. 


“In view of the change in policy, the State Com- 
pensation Officers of the Works Progress Admin- 
istration are instructed to authorize medical treat- 
ment and pay injury compensation for persons em- 
ployed as security wage workers who are injured 
while going to or coming from their employment. 
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Cases in which the worker deviated from the cor- 
rect and most usual course in going to or from 
the place of employment, or other cases in which 
there may be some doubt concerning the applica- 
tion of the rule, should be referred to the Com- 
mission for a decision and handled as doubtful 
cases, and no compensation authorized locally 
pending decision of the Commission. 


“Federal establishments having persons in their 
employ who receive security wages under the 
Emergency Relief Appropriation Acts of 1935, 
1936, or 1937, may authorize medical treatment 
for injuries sustained while this class of employees 
are going and coming between their homes and 
the place of employment, and report such injuries 
to the Commission in accordance with Rules and 
Regulations No. 1, issued July 15, 1935. Cases in 
which the injured person may have deviated from 
the correct and usual course in going to or from 
the place of employment, or other cases in which 
there may be some doubt concerning the appli- 
cation of the ruie, should be handled as doubtful 
cases and referred to the Commission for deci- 
sion, but pending such decision emergency medi- 
cal treatment may be authorized.” 
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pitals, or where the hospital was a party 


Noe upon court decisions which affect hos- 
to the litigation. 


New Mexico 


Liability of Charitable Hospital for Injury 
to Pay Patient 


Deming Ladies’ Hospital Association Vv. Price, 276 

Fed. 668, (C.C.A. 8). 

The plaintiff, Beatrice H. Price, brought an 
action against the association in the District Court 
of the United States for the District of New 
Mexico, seeking damages for burns received by 
her in the hospital. The case was tried to a jury 
and a verdict and judgment was entered in favor 
of the plaintiff; however, the Circuit Court of 
Appeals, Eighth Circuit, reversed the judgment of 
the lower court. 


Plaintiff’s cause of action was grounded upon 
the fact that she had been burned by metai hot 
water bottles which had been placed upon her 
while she was unconscious from the effect of an 
anesthetic which had been given during an opera- 
tion. Defendant’s answer to the allegations of 
the complaint was that the association was a 
charitable one, and that the nurse in question was 
not an agent of the hospital. The reply of the 
plaintiff admitted that the defendant was a char- 
itable institution. 


The evidence for plaintiff was that she had 
been accepted as a pay patient, and that defend- 
ant charged for its services if the patient could 
pay. A request was made on behalf of the de- 
fendant to instruct the jury to return a verdict in 
its favor, which was refused. In this particular 
the trial court was in error, for, “The rule is that 
those who furnish hospital accommodation and 
medical attendance, not for the purpose of making 
a profit thereby, but out of charity or in the course 
of the administration of a charitable enterprise, 
are not liable for the malpractice of the physicians 
or the negligence of the attendants they employ, 
but are responsible only for their own want of 
ordinary care in selecting them.” 

A 


Recent Cases 
Court Upholds Surety Bond Obligation of Hospital 


Service Plan Association for Hospital 
Service Rendered Subscribers 


A case has been brought to the attention of the 
editor which deals with a hospital association or- 
ganized to render hospital and medical services to 
its members. It is thought that this decision will 
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Legal Decisions of Interest to Hospitals 






@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








be received with interest by hospital administra- 
tors, and by the executive officers of organizations 
furnishing hospital care upon a group basis, since 
it has direct bearing upon the contractual liability 
of plans for medical or hospital care. 


State ex rel. Hood River Hospital v. Employees’ 
Hospital Ass’n et al. (Oregon), 73 P. (2) 693. 


The United States Fidelity and Guaranty Com- 
pany gave a bond, in conformance to an Oregon 
statute, to guarantee the performance of contracts 
entered into by the defendant Employees’ Hos- 
pital Association. It appeared that this Associa- 
tion had been organized to engage in the business 
of furnishing hospital service to its subscribers 
through the agency of an organized, operating 
hospital, which was entirely separate from the 
Association. Pursuant to a request of the Asso- 
ciation the Hood River Hospital furnished hos- 
pital accommodations to various individuals who 
had entered into contracts with the Association. 
However, the Association failed to pay the hos- 
pital for the services which had been rendered, 
and the hospital seeks in this action to recover 
its losses on the bond furnished by the Associa- 
tion, which bond ran to the State of Oregon. 
The question then, is whether such a bond is broad 
enough to include the hospital which furnishes 
the services at the request of an association or- 
ganized to provide medical and hospital service. 


The bond read: “Now, therefore, if the said 


- Employees’ Hospital Association, a Hospital Asso- 


ciation, shall faithfully perform each and all of 
its contracts and agreements of whatsoever nature 
or kind entered into in this state in pursuance of 
the conduct of such a Hospital Association busi- 
ness and shall faithfully pay each and every and 
all claims of whatsoever nature or kind arising 
out of or under or by virtue of said aforesaid 
contracts or agreements with the aforesaid parties 
against the said Hospital Association, and if said 
Hospital Association shall pay said claims at such 
time as they may become due and payable and in 
all respects and at all times conform to the laws 
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of the State of Oregon relative to the transaction 
of a Hospital Association business, as provided 


by the laws of the State of Oregon, then this © 


” 


obligation to be void... . 


The statutes of Oregon grant permission for 
the organization of hospital associations and define 
what are hospital associations: “. .3 aliy cor- 
poration, association, society, firm, partnership, or 
individual, contracting or agreeing in this state 
with individuals, families, employees, associations, 
societies or with employers for the benefit of 
employees for the furnishing of medicine, medical 
or surgical treatment, nursing, hospital service, 

. are hereby declared to be doing an hospital 
association business, and subject to the provisions 
of this act.” Another section of the statutes 
states: “In addition to the capital stock provided 
for by section 3 of this act ($5,000), any corpora- 
tion, association, society, firm, partnership, or 
individual transacting business as herein defined 
shall file a surety bond or such other bond or 
security in the sum of $10,000 as shall be accept- 
able and approved by the insurance commissioners 
as a guarantee of the due execution of the agree- 
ment to be entered into by such corporation, asso- 
ciation, society, firm, partnership or individual.” 


In holding that the bond which had been exe- 
cuted extended to the hospital the court said: “It 
is obvious that the statute exacting the bond looks 
to the protection of persons who become members 
of the Association in order to obtain the benefit 
of a sort of hospital and medical insurance. Its 
purpose is to guarantee the fulfillment of the 
Association’s engagements in this respect . . . 
none of these associations maintain hospitals. 
. . . They delegate to other agencies the actual 
discharge of the functions with which a state law 
has invested them. That being so, if these agen- 
cies are not compensated under their contracts 
with the Association, it is reasonable to assume 
that they will cease to undertake the performance 
of those services, the Association will be wholly 
without the means to carry out its agreements 
with its members and their employers, and the 
latter will lose the benefits which they had hoped 
to gain by joining the Association. ... 


“It is to be remembered, also, that this under- 
taking was executed for a money consideration 
by a corporation adopting such business for its 
own profit, and therefore is to be construed most 
strongly against the surety and in favor of the 
indemnity which the obligee has _ reasonable 
grounds to expect, and that if the bond is fairly 
open to two constructions, one which will uphold 
and the other defeat the claim of the obligee, that 
which is most favorable to the obligee will be 
adopted. 
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“_.. we think that the language of the statute 
justly interpreted, is broad enough to include 
contracts which the Association makes with others 
for the furnishing of hospital and medical serv- 
ices to the Association’s members.” 


Thus, in an opinion having the support of sound 
reason and good law, directed broadly to public 
policy, the Oregon court upholds the obligation 
of the surety and includes within that guarantee 
a bill for services rendered by a hospital to 


members of a hospital insurance plan. 
—_—_>—_—_. 


Liability of Charitable Institution for Negligence 
Causing Death 


Bardinelli v. Church of All Nations, Methodist 
Episcopal, et al. (California), 73 P. (2) 264. 
This action was brought against a charitable 

institution to recover damages for negligently 

causing the death of a six year old child. A judg- 
ment for the plaintiff was reversed upon this 
appeal. 


The defendant owned a boys’ club, maintaining 
therein a gymnasium, workshops, etc. Plaintiff’s 
son met death by climbing upon a fire escape on 
the premises, and by falling to the sidewalk, two 
stories below. At the time of death only one em- 
ployee of defendant was on duty in the capacity 
of supervisor. While the plaintiff admitted that 
the defendant was a charitable organization, she 
contended that it should be held liable for its 
negligence in failing to employ a sufficient num- 
ber of persons adequately to supervise the work 
which defendant had undertaken. 


The court could not agree with plaintiff’s theory 
of the case, and expressed its views in this lan- 
guage: “No authority is cited in support of this 
last contention, nor does any reason appear for 
attaching liability under such circumstances. 
Especially is this true when it appears to be the 
settled law that an eleemosynary and charitable 
institution is not liable to a beneficiary thereof 
for the negligence of its agents and servants un- 
less it has failed to use due care in the selection 
of such agents . . .; and where one accepts the 
benefit of public or private charity he exempts, 
by implied contract the benefactor from liability 
for the negligence of the servants in administer- 
ing the charity if the benefactor has used due 
care in the selection of those servants.” 


Liability of Private Hospital for Injury to 
Patient 


Stansfield v. Gardner, (Georgia), 193 S. E. 375. 


Stansfield sued to recover damages for injuries 
received by him in a fall in a private hospital op- 
erated by the defendant. A judgment was en- 
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tered in favor of the defendant, and upon this 
appeal that judgment was affirmed. 


At the time of his admission plaintiff was the 
victim of a spell of temporary insanity, and he 
required the services of a special attendant. His 
father, upon noting signs of improvement, re- 
quested that the attendant render only part time 
services. Defendant suggested removing the at- 
tendant for a period of two weeks during which 
time the patient was to receive only general care. 
Later, the patient was in the lobby, accompanied 
by an attendant. During a short absence of the 
attendant the patient walked upon some steps to 
a landing beween the first and second floors, and 
either jumped or fell over the banisters, landing 
on the first floor. This fall resulted in some frac- 
tured vertebrae, and in fractures of some bones 
of the right foot. 


Plaintiff’s case was based upon the alleged neg- 
ligence of defendant in permitting him to be un- 
attended and in not rendering prompt treatment 
after the fall. The court said, in answer to con- 
tentions of counsel: “From a careful examination 
of all the evidence we are of the opinion that a 
jury question was presented and that the evidence, 
though conflicting, was sufficient to authorize the 
jury to return a verdict in favor of the defend- 
ant.” Now, the defendant’s liability is tested by 
examining the facts to see whether he violated 
any duty owed to the plaintiff. The duty of a 
private hospital to a patient was announced in an 
earlier decision in Georgia: “A private hospital 
in which patients are placed for treatment by 
their physicians, and which undertakes to care 
for the patients and supervise and look after them, 
is under the duty to exercise such reasonable care 
in looking after and protecting a patient as the 
patient’s condition, which is known to the hospital 
through its agents and servants charged with the 
duty of looking after and supervising the patient 
may require. This duty extends to safeguarding 
and protecting the patient from any known or 
reasonably apprehended danger from himself 
whick may be due to his mental incapacity, and to 
use ordinary and reasonable care to prevent it.” 


(Emory University v. Shadburn, 47 Ga. App. 
643, 171 S. EF. 192.) 

As to the question of negligence in after treat- 
ment of the patient the court said: “A physician 
is not liable for an improper diagnosis in all events, 
but the test is whether or not he has used reason- 
able care and diligence as a professional man. 
There was no evidence by experts as to whether or 
not the defendant was negligent, as claimed, in 
not detecting that certain bones of the patient’s 
back and right foot were fractured or in not more 
promptly providing for an x-ray examination and 
a plaster cast ... We cannot say that as a matter 
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of law, a finding of negligence was demanded in 

those respects, and the jury has resolved that 

question in favor of the defendant.” 
Senniealllddiiads 


Liability of City Hospital for Injury to Patient 


Barrett v. City of Brunswick, (Georgia), 193 
S. E. 450. 


Plaintiff sued the city to recover damages for 
burns suffered by her in a hospital operated by 
the defendant. Upon this appeal a judgment in 
favor of the defendant was reversed. 


The patient had paid for the services rendered 
by defendant. Negligence of defendant was pred- 
icated upon the fact of a nurse having left plain- 
tiff’s room for an unreasonable length of time 
while plaintiff’s hand was bandaged and under 
the rays of an infra red lamp. It was charged 
that the gauze became ignited and burned the 
plaintiff’s hand. 


The defendant’s nurses testified that the plain- 
tiff had told them that she had stuck her hand 
into the lamp. The court said: “. . . it being 
further shown that the plaintiff had not engaged, 
and her condition did not require, a special nurse 
in constant attendance, the jury was authorized 
to find that the plaintiff’s injuries were brought 
about solely by her own negligence in unduly ex- 
posing the gauze to the close heat of the lamp, 
or in contact with its burner or bulb, and to re- 
turn a verdict in favor of the defendant.” 


However, the judgment was reversed because 
the court gave an instruction which directed the 
jury to find in favor of the defendant if it was a 
charitable institution. This was error, for the 
record contained no evidence that defendant’s hos- 
pital was operated as a charitable venture. 

EE ae 


Liability of Private Hospital for Injury to 
Patient 


Corey V. Beck et al., (Idaho), 72 P. (2) 856. 


This was an action to recover damages for per- 
sonal injuries alleged to have been caused by hot 
water bottles placed against the feet of the pa- 
tient. A demurrer was sustained to the complaint, 
and a judgment of dismissal was entered. This 
judgment was reversed and remanded to the trial 
court with instructions to overrule defendant’s 
demurrer and to try the case. 


The plaintiff was shown to have been a pay 
patient in a private hospital operated by Beck, 
and it was alleged that the hot water bottles were 
placed against her feet by servants in the employ 
of Beck. Beck’s demurrer was grounded upon the 
contention that the negligence was that of the 
nurses, who, although in the general employ of 
Beck, were at the time of the operation, in the 
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employ and subject to the control of the operating 
surgeon. In other words, Beck had merely 
“loaned” the nurses in question to the operating 
surgeon, so that for the time being, the nurses 
were not in his employ. Such contention, un- 
happily based upon a fiction, has been indulged 
by not a few courts. Its fallacy becomes patent 
when ordinarily careful scrutiny is made of the 
legal relation of master and servant. For instance, 
the master pays a salary to the servant, and has 
the power to discharge that servant. The master 
may direct as to the ways or means of perform- 
ing the tasks which the servant is employed to 
do. In short, the master has general and special 
authority and control over the work of his em- 
ployee. Now, an operating surgeon does not stand 
in such relation to a nurse. He has no right to 
hire or discharge her. He takes her in the oper- 
ating theatre as he finds her—in short, he takes 
her because she has been assigned to duty there 
by her employer, who remains her employer for 
all purposes, although as to operative technique 
she may be under the immediate, temporary or- 
ders of the man who happens to be operating. 
To say, then, that she steps completely out of 
her role as employee of the hospital and into the 
role of employee of a doctor for the short space 
of time of an operation is odd reasoning. Such 
reasoning was formulated by a court hard pressed 
to excuse upon rational grounds the liability of 
the master for negligence of the servant. Hap- 
pily, the Idaho court refused to be led into error 
as the courts of other states have been, by hold- 
ing that inasmuch as the allegations of the com- 
plaint set up facts, which, if capable of proof, 
would have imposed liability upon the owner Beck, 
it was improper to sustain the demurrer to those 
facts. However, this decision did not decide the 
question for Idaho as to whether a nurse assist- 
ing at an operation becomes the employee of the 
operating surgeon. 


The court said: “.... it is unnecessary for us 
to decide the general point of law, ...” Thus, 
this case, decided as it was upon the pleadings, 
is not an authority for or against the proposition 
under discussion. It was recognized by the court 
that should the plaintiff succeed in establishing 
the material allegations of her complaint, namely, 
that the nurses were in the employ of the de- 
fendant at the time of the operation, recovery 
could be had against the private hospital for neg- 
ligence, for it is the rule that private hospitals 


are liable for the negligence of their employees. 
———_ 


Liability of Clinic for Negligence in Treatment 
Iterman V. Baker, (Indiana), 11 N. E. (2) 64. 


This action was begun by Baker against Iter- 
man and the New Castle Clinic for damages on 
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account of defendant’s negligence in treating a 


fracture of the left hip and left acetabulum. A 


judgment was entered in favor of plaintiff and 
it was affirmed upon this appeal. 


One of the defenses raised, and urged upon 
this appeal, was that the clinic should not be 
held liable because a corporation cannot practice 
medicine. Said the court: “This contention is not 
applicable in the instant case. The complaint 
alleged that the New Castle Clinic was a private 
corporation operated for gain, and that its co- 
appellant (Iterman) was an agent and employee 
of said corporation. It is well settled that the 
owner or proprietor of a private hospital oper- 
ated for private gain and not for charity is liable 
in damages for injuries sustained by patients due 
to negligence of its nurses or other employees.” 


This decision is in keeping with those of nu- 
merous jurisdictions which hold that a private 
hospital is liable for the negligence of its em- 
ployees or servants, committed in the course of 


their employment. 
—_——__—. 


Liability of Public Agencies for Treatment of 
Pauper in Private Hospital 


Cache Valley General Hospital v. Cache County, 
(Utah), 67 P. (2) 639. 


This was an action sounding in contract to re- 
cover money expended by the hospital in treat- 
ing a pauper. It appeared that the patient had 
been admitted as an emergency case, and without 
the authorization of the county commissioners. 
This, of itself, was permissible, but the patient 
was kept on after the emergency had passed, and 
so, it became necessary to obtain permission of 
the commissioners to continue to treat the patient. 
This was not done. The county paid only for the 
services rendered up to the passing of the emer- 
gency which necessitated the patient’s admission 
to the hospital. 


It appeared that the hospital had attempted to 
obtain authorization from a clerk by the. name 
of Mohr. The latter granted authority, but it was 
shown upon the trial that he had no authority to 
allow the entry of patients whose care was to be 
charged to the county. 


The court said of the hospital: “It was the duty 
of the hospital to ascertain as soon as possible 
the attitude of the county as to the assumption of 
liability and its failure to do that was not excused 
by the knowledge of the county that Palmer was 
in the hospital.” 


The case was remanded with directions to take 
evidence on the question whether the plaintiff 
had, after the patient was admitted, and after 
the emergency had passed, attempted to contact 
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the county before rendering further treatment. 
Also, it was to be ascertained how much was due 
the hospital for the period during which it was 
impossible to remove the patient. If the hospital 
services were not more than $192.50, or about 
one-third of the total, then the hospital was to 
have judgment for that amount. 


In cases where a private institution accepts 
wards of the public knowing that pay is to be 
looked for from some public money, it is prudent 


for the admitting officer to be thoroughly ac- 
quainted with the state laws relating to the care 
and treatment of paupers. This knowledge will 
doubtless save his hospital money. In dealing 
with any public body care should be used to as- 
certain that each step taken by the hospital is 
within the letter of any regulations which may 
have been prescribed. The liability of public 
agencies is usually strictly provided for, and in 
many cases cannot be enforced because of igno- 
rance of proper procedure in the first instance. 
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Proper Attitude of the Medical Staff Towards 
the Medical Staff Conference 


JAMES T. NIX, M.D., New Orleans 


EDICINE is not a game of Solitaire. The 
M staff conference is one of the most effica- 

cious means of assuring efficient care. 
Through the staff conference the hospital grows 
in influence, its prestige increases, its field widens, 
and it takes a leading place as a haven for the 
sick and is a benefactor of humankind. The con- 
ference is an invaluable part of medical education, 
a front wheel in the trek of medical progress. The 
guns may be of shining steel, the brass sights 
brilliantly polished,—but it is the men behind that 
counts. The hospital may be an architectural 
masterpiece but its value is considered in terms 
of the efficiency of its staff. 


Adding Interest to the Staff Conference 


The staff meetings should be interesting, sci- 
entific, and should have a broad appeal, attracting 
the entire staff, not only a highly specialized 
group. 


Many staff meetings are poorly attended, not 
due to lack of interest or lack of loyalty, but to a 
constricted scientific presentation. Programs 
should be arranged to interest the entire member- 
ship. During the past year this problem gave 
much concern to the officers of a medical organi- 
zation. A questionnaire was forwarded to simi- 
lar bodies throughout the United States, request- 
ing information as to the best methods of secur- 
ing attendance at meetings. From many came the 
reply that symposia on heart disease, syphilis, en- 
docrine disturbance, the filterable virus, cancer, so- 
cialized medicine, and tuberculosis, and combined 
hospital staff meetings always brought out a large 
attendance. This information was used as a basis 
for planning an interesting program of wide ap- 
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peal; a remarkable increase in attendance was the 
result. On many occasions as many as eight or ten 
speakers were selected and their papers limited to 
ten minutes. Pathological specimens were often 
placed on exhibit during the meeting. Photo- 
graphs, lantern slides, and projected microscopic 
slides greatly enhanced the scientific value. At 
the symposia meetings no discussion took place. 
On other occasions there were many case reports 
of interesting conditions in the hospital at the 
time. There should always be a short time set 
aside for a morbidity and mortality report which 
should be freely discussed. As a matter of fact, 
case reports should be permitted at any meeting. 
Discussion was a part of all the short programs; 
however, it was always friendly and constructive. 


“It’s a pretty good thing to remember 
But a better thing to do 
To work with a construction gang 
And not with a wrecking crew.” 


Selecting a Special Speaker 


In selecting special speakers, distinguished out 
of town speakers should be sought out and pre- 
sented as frequently as available. Their addresses 
are always welcome, they give an impetus to the 
staff for better work, leave behind valued instruc- 
tion long remembered, and friendly contacts 
never forgotten. 
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Discussing Case Records 


Case records should have a place on the pro- 
gram and be freely discussed as to their scientific 
accuracy. A careful and exhaustive audit of their 
value should be made at frequent intervals and 
presented to the staff. Despite this precaution, 
in many instances case histories, as scientific doc- 
uments are worthless. 


It might be well to recall to mind what others 
have said on the value of case records. 


A brief but truthful history is the greatest com- 
mon divisor of all records—Codman. 


Records should penetrate to and find the crucial 
points in the history of every case—Maud Slye. 


Sequence of symptoms makes diagnosis.— 
Polak. 


In 2,000 cases of appendicitis, sequence of symp- 
toms gave a positive diagnosis in 1,908.—/J. B. 
Murphy. 


Do not give absent treatment to your record 
clerk. The staff mind should have a case-record 
conscience.—F'rances Benson, Record Librarian, 
Bryn Mawr. 


When asked for a recommendation of one of 
our graduates for some professional appointment 
or position, I always go back to his clinical rec- 
ords for a proof of his ability and efficiency. My 
test of a good intern is the record of his clinica! 
histories.—Rudolph Matas. 


Facts, not recorded, are forgotten. Memory is 
the faculty that forgets.—Franklin H. Martin. 


And finally, the essentials of a case record as 
described by Father C. B. Moulinier, S. J.: 


1 Find the facts (relevant, related, and re- 
duced by keen observation) 


2 Filter the facts (in a balanced, trained rea- 
soning mind) 

3 Focus the facts (on the patient as a most 
complex and individual human biological unit) 


4 Fix the facts (with as much finality as pres- 
ent day medical science makes possible) 

5 Face the facts fearlessly (with all the hu- 
manity and love of truth that are characteristic 
of the real scientist) 

6 Follow up the facts (with far reaching 
agencies and accurately recording investigation) 

7 Finish the facts. (The complete unit rec- 
ord should be properly classified and filed) 

The taking of photographs should be cultivated. 
Physicians so minded perform a distinct service 
by making available in graphic form an accurate 
report of clinical cases and end results. 

Take notes and take pictures. 
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Importance of the Follow-Up 


The follow-up should be frequently brought up 
in staff meetings. It is often neglected or absent 
in our hospitals, nevertheless, it is the last chap- 
ter of the book, the end of the story. Follow-up 
is the closing argument. It is a trial balance of 
disease and remedies, it settles disputes, deter- 
mines results, detects failures, plans the future 
course of treatment or surgery. It stamps the 
surgeon and the hospital as poor, fair, average, 
or excellent. Follow-up is the pivot upon which 
the trends of therapy and the principles of surgery 
turn. 


Every member must realize that on being 
granted the privileges of the institution, his re- 
sponsibilities become three fold. The staff has 
a call on his loyalty to be served by faithful at- 
tendance and active interest in the conferences; 
he must be willing to submit his professional con- 
duct and his medical work to their appraisal; and 
he must be ready to abide by the regulations in- 
stituted in the meetings of the group. This will 
require unselfishness, patience, and effort but will 
be amply repaid in the benefits to be derived by 
the patients, by the institution, and by the pro- 
fession itself. 


Personal Values of the Staff Conference 


The staff may rely on the conference as a means 
for creating and _ strengthening professional 
friendships; as a laudable method for gaining 
reputation and distinction; and as a stimulus to 
study. The exchange of views tends to eliminate 
disagreements and friction. In furthering these 
aims, an annual dinner or some similar informal 
function, preferably at the election of officers, 
proves effective in securing harmony, coopera- 
tion, and good will. 


The medical staff conference is a distinctly 
American contribution as a measure of self-im- 
provement employed by the profession. It should 
be a source of pride to every physician to aid in 
its success. It is one of the instruments of self- 
discipline by which the profession can claim in- 
dependence from external regulation. It is a 
manifestation of the profession’s constant yearn- 
ing for self-improvement, through which it has 
gained mankind’s trust and confidence. 


Through such unity, with united effort, may 
there ever be applied to us the tribute that one 
great Chicago surgeon paid to another when 
Murphy said of Brophy: “He had thoughts sub- 
lime that pierced the night like stars and in their 
mild persistence led men on to vaster issues.” 
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larly those without subsidy, is a constantly 

growing problem with the doctor on one side, 
the public on another side, and the Board of 
Trustees on still another side. The doctor feels 
that the hospital often takes all of the money 
the patient has, leaving nothing with which to 
pay for the services of the doctor. The public 
feels that the increased cost of hospitalization is 
becoming more burdensome day by day and year 
by year. The trustees feel they need more money 
with which to reimburse the wholesale houses and 
liquidate the outstanding obligations of the in- 
stitution. The hospital administrator finds him- 
self in a rather precarious situation. 


Tin problem of income for hospitals, particu- 


It is a fact that hospital costs are increasing 
because the standards are being raised. More 
expensive and modern equipment is required, the 
cost of which is a heavy drain on the resources 
of the hospital. Every new discovery, new in- 
vention, or new piece of equipment on the mar- 
ket inspires the hospital staff to make demands 
for the purchase of new apparatus. Hospitals that 
have no subsidy are compelled to pass a part at 
least of the added cost to the people who are en- 
deavoring to pay for their service in the institu- 
tion. 


The administrator is also faced with the prob- 
lem of increased prices on all commodities pur- 
chased. Every time a re-order is made for staple 
supplies such as drugs, gauze, and equipment, the 
re-order price is higher than it was on the last 
similar article purchased. In some cases the cost 
increases from 25 per cent to 300 per cent for the 
supplies used in operating the institution. 


In addition to this, almost without exception, 
in order to meet commercial competition in secur- 
ing competent personnel, hospitals have had to 
increase the salaries of their employees. They 
are faced with labor organizations threatening to 
strike, even at the cost of the lives of the patients, 
in order to secure increases in salaries, which de- 
mands in many instances are prohibitive to the 
operation of a hospital. A large majority of the 
public mortgage their future income from six to 
eighteen months ahead on installment purchases 
leaving no margin with which to pay even prevail- 
ing hospital rates, and they certainly could not pay 
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an increased cost of hospitalization. Careful sur- 
vey made at the national convention of the Ameri- 
can Protestant Hospital Association showed that 
hospital rates generally are not being raised. Con- 
sequently the financial conditions of hospitals at 
this time are not favorable. ° 


There are three probable sources of income to 
which hospitals may look in the near future in 
order to meet the increased costs. 


Taxation 


Hospitals to some extent in the North and 
East have brought pressure to bear on the state 
governments and secured an appropriation out of 
tax funds with which to make up deficits created 
by indigents and by those who were not able to 
pay the cost of hospitalization. Pennsylvania Hos- 
pital Association particularly has been successful 
along this line. There are certain definite draw- 
backs, however, to the use of tax funds. Those who 
appropriate the money are not familiar with the 
cost of hospital care and almost without exception, 
through lack of information as to their operating 
cost, criticize the hospitals for charges made to 
the patients and in this way put the hospitals in 
bad light with the public. Also, serving the sick 
i$ not a spectacular activity. The sick man does 
not have the brass band, the rah rah team, the 
monkey to turn flips or any other barn-storming 
method with which to get the attention of the pub- 
lic. Large appropriations are sluffed off to sub- 
sidize manufacturers, stock breeding and stock 
raising associations, and other more political and 
more powerful enterprises, whereas figuratively 
speaking, the bread crumbs and potato peelings 
are shoved out to the sick poor who cannot help 
themselves and are forced to accept what is left. 
It is believed, therefore, that funds from tax 
sources, because of their inadequacy, have a 
tendency to lower the standards of hospital serv- 
ice, reducing the service down to the least com- 
mon denominator and putting all of the hospitals 
on the same level with the poorly conducted and 
inadequately operated institutions. The public 
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will suffer for lack of proper care when in hos- 
pitals subsidized too largely from tax sources, un- 


less they be completely tax-owned and operated. — 


Then too we will sooner or later find our hospi- 
tals losing their identity, losing control, and do- 
ing the bidding of politicians. 


The nursing schools and medical colleges will 
find themselves forced to accept students who do 
not meet the requirements but who are related 
politically or otherwise to some person who has 
been instrumental in securing the appropriation. 
The tax subsidized hospitals may well expect to 
sooner or later lower their standards in service 
to the patients and in the types of nursing schools 
conducted. I wish, therefore, to speak in season, 
warning against hospitals generally accepting sub- 
sidy from tax sources. It would be sufficient for 
government to reimburse our hospitals for care 
given indigent patient for whom government 
should be responsible. 


Endowment 


The next probable source of income is from en- 
dowment, the income from which to act as a sub- 
sidy to the institution. The endowment must 
come from private capital. Hospitals have stood 
by too long and watched private capital go to build 
football stadiums, race tracks, fountains, and 
other materialistic pagan structures while the sick 
have been left neglected. Hospitals and doctors 
should constantly remind the public that in every 
form of beneficence the cause of the sick man 
should have first place and every consideration 
should be given to him. 


The least that you and I can do in appreciation 
of our good health is to help the sick. It is one 
way of showing gratitude for our own good for- 
tune. In helping sick people we are helping those 
who cannot help themselves. It is a worthy thing 
to help a young man or woman through school 
and no sane person would argue this point. Yet 
the intelligent young boy and young girl with good 
health can help themselves because they are able 
to work and pay their way through school. A 
student may present himself to a school and be 
turned down for lack of funds, but the same stu- 
dent may be run.over by an automobile, he is 
rushed to the hospital, and the hospital takes care 
of him, gives him three eight-hour shifts of nurs- 
ing care each day, furnishes drugs, gauze, binders, 
dressings, and food as well as other hospital care 
to rehabilitate the student and return him to so- 
ciety. In view of the fact that the sick cannot 
serve themselves they should have our first atten- 
tion and first money in every form of beneficence. 
In seeking endowment from private capital ask 
our friends always in their wills, bequests, and 
gifts to put the sick man first. 
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Our Savior gave us a goog. xample to follow; 


He always put the sick man«.rst. Everywhere 
the Savior went He left the crowd or whatever 
He was doing to go to the bed of the sick man. 
Nowhere at any time did He pass the sick man 
by. We do not wonder that twenty-nine of the 
thirty-five miracles of Jesus were miracles of 
healing. Helping one who cannot help himself is 
the greatest earthly service that one man is privi- 
leged to give to his fellow men. This is practical 
Christianity—Christianity at its best. It is walk- 
ing in the footsteps of our Master. When churches 
return to the actual service of helping humanity, 
many of the empty pews, which are increasing in 
number year by year, will be filled and they will 
again take their rightful place in society. 


Group Hospitalization 


An added source of income to which hospitals 
may look in the future in order to meet the in- 
creased cost of operation is “group hospitaliza- 
tion.” In 1929 at Baylor University Hospital we 
found that employed people, friends we had known 
for years, were not in position to reimburse the 
hospital for services rendered in case of major op- 
eration or through a long illness. Dr. J. F. Kim- 
ball, vice president of Baylor University, having 
been previously connected with the public schools, 
was distressed repeatedly to find school teachers, 
many of whom he had hired in Dallas, in finan- 
cial distress trying to pay for services rendered 
by the hospital. In fact, only a small per cent 
found themselves able to reimburse the hospital 
for services rendered and many of them began to 
complain of its high cost and requested that some 
way be found whereby they could have hospital 
care and pay for it. None of them of course, were 
willing to accept charity from the institution. Dr. 
Kimball, having worked out a mutual benefit plan 
for the teachers while he was Superintendent of 
Schools, whereby the teachers were paid their 
salaries when incapacitated through sickness, be- 
gan to experiment with group hospitalization and 
after much time spent in gathering actuarial data 
he offered group hospitalization to 1,356 school 
teachers at fifty cents per month per person to 
be paid in to the hospital each month. 


The plan proved so satisfactory to these school 
teachers that commercial groups began to ask the 
same privilege and today more than 20,000 peo- 
ple enjoy the protection offered by Baylor group 
hospitalization including not only the school 
teachers but employees of banks, newspapers, in- 
surance companies, together with doctors, nurses, 
ministers, and hospital employees. Altogether we 
have 405 groups. The plan has been so satisfac- 
tory that we have been unable to take many 
groups that have applied for membership. In 
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fact, at this time +: have more than 100 groups 
totaling about 5,0bu people on the waiting list. 


Benefits of Group Hospitalization 


Group hospitalization has been beneficial, first 
to the subscriber; the counter clerk, filling sta- 
tion boy, and other persons in the lower wage 
brackets have had good hospital care at a price 
they could afford to pay. Any person on a pay 
roll can pay seventy-five cents or one dollar a 
month and not feel the burden. In this way 
groups of people can prepare for the emergencies 
of illness and spread the cost over the group, in 
the same manner as fire insurance and other in- 
surance. 


The second benefit of group hospitalization is 
to the doctor. It benefits the doctor in a two-fold 
way, first, permitting the doctor to practice bet- 
ter medicine. The persons in the lower wage 
bracket can be sent to the hospital for diagnosis 
where the laboratory and other facilities are 
available. Otherwise, in many cases the doctor 
would find it necessary to diagnose and treat the 
patient at home because the patient would not 
feel financially able to go to the hospital. There- 
fore, he can diagnose and treat his patients bet- 
ter because of group hospitalization. Second, the 
doctor is financially benefited proportionately with 
the hospital in that the hospital bills are removed 
and the patient is in much better position to be- 
gin immediately to liquidate his physician’s bill. 


The third benefit is to the hospital in that the 
hospital receives the cash month by month for 
services rendered. The plan at this time pays 
Baylor about $130,000 a year and we do not have 
to carry an “Accounts Receivable Department,” 
as far as group hospitalization is concerned. It 
is an important factor in creating good will be- 
cause the subscriber cannot conceive how it was 
possible for the hospital to give so much for so 
small an assessment. The patient leaving the hos- 
pital and getting a bill marked “Paid by Group 
Hospitalization” is psychologically more disposed 
to praise the hospital, its services, and its doctors 
than if he had a big hospital bill which took a 
sacrificial effort to pay. 


Group hospitalization plans have increased the 
income of the hospital appreciably in that pa- 
tients’ bills are paid. It has increased the occu- 
pancy perhaps ten per cent but at a greater ratio 
it has increased the income because it has reduced 
the loss on bad debts. In this way instead of 
having to charge off an enormous “bad debts” 
account each year when the auditors come we have 
cash for service rendered. The difference be- 
tween “bad debts” and cash does show an appre- 
ciable increase in income to the hospital. 
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Hospitals and Philanthropy 


Should not hospitals generally make a more ef- 
fective appeal to philanthropy? By all means hos- 
pitals should make a more effective appeal to 
philanthropy. As we have stated, in every form 
of beneficence the cause of the sick should have 
first place. We should get this across to those 
who are able to help. This should be sent out 
through medical sources in an intelligent way, 
preferably through the staff and other scientific 
men. Laymen should contact trust officers through 
the banks and insurance trusts and have a perma- 
nent, intelligent committee to wait on the people 
of the community, who are in a financial posi- 
tion to help worthy causes. They should point 
out to these people the good that can be done 
with their money. Urge them not to put their 
money in concrete and steel but in building up 
the bodies of men and women and boys and girls. 


Four Successful Plans 


Four plans that can be used suggest them- 
selves at this time which we have had at our in- 
stitution and which have been proven satisfactory. 


The first plan is the trust foundation. A man 
of wealth can create a charitable trust naming it 
after himself or any loved one, deeding certain 
properties to this institution, appointing himself 
manager for life, with the income to be used as 
remuneration for his services as manager. At 
his death the property automatically goes to the 
beneficiary stipulated in the trust. It can be set 
up so that only the income will go to charitable 
activities at his death or both the income and 
principal if he so orders. The donor under the 
trust foundation plan does not lose control of his 
property or the income therefrom during his life 
but at his death it is just the death of the officer 
of the corporation and the charity purposes im- 
mediately begin to function for the benefit of the 
institution so named. 


Another plan is the annuity bonus whereby we 
take bonds, preferably government bonds, owned 
by a person sixty years old or above, and have the 
bonds deeded to our institution and the institu- 
tion in turn takes the bonds and puts them in 
escrow in the bank to guarantee payment to the 
party who is deeding the bonds to our institution. 
We pay the income the bonds are already earning 
plus two per cent. For example, a widow may 
own $100,000 of government bonds netting her 
three per cent, which you readily see presents only 
a modest income off of which she is to live. Her 
husband, no doubt, was thinking of perfect se- 
curity in providing these bonds for her and did 
not wish that she speculate with the money 
which he left her. We will take the bonds 
at three per cent and pay her five per cent. The 
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difference between three and five per cent means 
the difference of actual living and living up 
to some of the standards the lady usually en- 
joyed. Yet she does not jeopardize or hypothecate 
the bonds to the extent that she might lose her 
capital because our institution does not touch the 
bonds inasmuch as they are in escrow to guaran- 
tee payment of the two per cent which we are to 
pay as long as she lives. When the lady dies, the 
$100,000 is immediately turned over to Baylor, 
for the purpose has been specified and agreed 
upon between her and our institution. In this 
way she can memorialize herself and husband, 
live better during her life time, and retain the 
security of the investment. 


The third plan is a straight annuity gift 
whereby $100,000 is given the institution in con- 
sideration of an annual annuity during the life 
time of the giver. 


The fourth plan is straight gifts to the institu- 
tion either in lump sum or membership in some 
society. The membership dues go to the benefit 
of the institution, or subsidies coming from 
churches, fraternal or other organizations. All 








of these should be pushed by intelligent people 
organized to handle this work. 


Probable Sources of New Revenue 


What are some of the probably new sources of 
revenue? In addition to the above the income 
from salvaging articles such as obsolete surgical 
supplies, salvaging gauze, salvaging paper, scrap 
iron, and other materials. Another source of in- 
come not yet exploited is fountain room service. 
This is an added service to the patients in that 
their friends and family can secure coffee, tea 
and beverages, sandwiches and light lunches and 
not have to leave the hospital for these refresh- 
ments. Our fountain room brings in about 
$45,000 a year in gross business, a substantial por- 
tion of which is profit. 


We need not be bashful or hesitant in solicit- 
ing income for a hospital. We must learn that 
we are not to be ashamed in asking because we 
are not asking for money for ourselves but are 
asking for boys and girls and men and women 
who are sick and cannot help themselves and help 
must come from their fellow men. 


A Good Law 


There has been introduced into the Assembly 
of the State of New York an act “To amend the 
Vehicle and Traffic Law in relation to the payment 
to hospitals for the care of indigent victims of 
automobile accidents.” 


It defines “indigent person” as one who receives 
care in a voluntary hospital for a motor vehicle 
injury, whether as operator, passenger or pedes- 
trian, where no one is legally liable in damages 
or where the patient is unsuccessful in collecting 
judgment. 


The Commissioner of Motor Vehicles is to pay 
to the hospital its per diem cost of care, not ex- 
ceeding six dollars, less any amount collected from 
a party liable. 


Hospitals are to make uniform annual reports 
of per diem costs to the state Department of 
Health, which shall certify them to the Commis- 
sioner of Motor Vehicles and to the Comptroller. 


Hospitals are also to make monthly reports to 
the Commissioner of Motor Vehicles, as to the 
care given to automobile victims, together with 
claims for reimbursement showing all efforts 
made to collect from parties liable. Where an 
action is pending the Commissioner may suspend 
the claim. 

The sum of $350,000 is appropriated. 

To be in effect January 1, 1939. 
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In commenting upon this proposed legislation, 
Mr. Roderic Wellman, director of the United 
Hospital Fund of New York, says: “This is pre- 
cisely the same bill that Mr. Suitor has introduced 
in the last two sessions. The committee has never 
taken action upon it. 


“This fact is probably due to the complicated 
administrative detail involved in the requirement 
of ascertaining and certifying the per diem costs 
of each hospital. It is provided that this is to be 
done by the Department of Health, whereas it is 
to the Department of Social Welfare that the 
voluntary hospitals make their reports. Conse- 
quently the bill lacks official endorsement. The 
difficulty could be overcome by the use of hospital 
rates under the Workmen’s Compensation Law as 
determined by the Industrial Commissioner. 


“The system proposed by the bill is based on 
that in force for several years in Ohio, where it 
has worked satisfactorily. In that state the 
necessary funds are derived from the automobile 
license tax which seems to be a more feasible 
means than a direct appropriation from the gen- 
eral fund. 


“Such a law would be of undeniable benefit to 
the voluntary hospitals, since it covers costs 
where there is no recovery and where conse- 
quently the Lien Law is not applicable.” 
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Among the Associations 
State and Province Association News 


Coming Meetings 
Association of Western Hospitals, San Fran- 
cisco, California, February 28-March 3, 1938 


Oregon Association of Hospitals, Portland, 
March 8 


Massachusetts Hospital Association, Boston, 
March 9 


New England Hospital Association, Boston, 
March 10-12 


Maine Hospital Association, Boston, March 
10-12 


New Hampshire Hospital Association, Boston, 
March 10-12 


Hospital Association of Rhode Island, Boston, 
March 10-12 


Iowa Hospital Association, Burlington, March 
28-30 


Georgia Hospital Association, Birmingham, 
April 7-9 

Ohio Hospital Association, Columbus, April 5-7 

Alabama Hospital Association, Birmingham, 
April 7-9 

Florida Hospital Association, Birmingham, Al- 
abama, April 7-9 

Southeastern Hospital Association, Birming- 
ham, Alabama, April 7-9 


South Carolina Hospital Association, Columbia, 
April 11 


Texas Hospital Association, Houston, April 


Tri-State Conference, (Virginia, South Caro- 
lina, and North Carolina Hospital Associations), 
Columbia, South Carolina, April 14-16 


Mississippi State Hospital Association, Jack- 
son, April 18 


Mid-West Hospital Association, Kansas City, 
April 21-22 


Missouri Hospital Association, Kansas City, 
April 21-22 


Hospital Association of Pennsylvania, Pitts- 
burgh, April 27-29 


Tri-State Hospital Assembly, (Illinois, Indiana, 
and Wisconsin), Chicago, May 4-6 


Arkansas Hospital Association, Fort Smith, 
May 16 
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Hospital Association of New York State, Buf- 
falo, May 18-20 


Minnesota Hospital Association, Minneapolis, 
May 19-21 


Louisiana Hospital Association, New Orleans, 
May 


New Jersey Hospital Association, Jersey City, 
June 2-4 


Hospital Association of Nova Scotia and Prince 
Edward Island, Canada, June 


Michigan Hospital Association, 
June 23-24 


Marquette, 


Manitoba Hospital Association, Selkirk, Can- 
ada, June 23-24 


Hospital Association of West Virginia, Charles- 
ton, August 


National Hospital Association, Hampton, Vir- 
ginia, August 14-16 


American Protestant Hospital Association, Dal- 
las, September 24-26 


American College of Hospital Administrators, 
Dallas, September 25-26 


Children’s Hospital Association, Dallas, Sep- 
tember 26-30 


National Association of Nurse Anesthetists, 
Dallas, September 27-29 


Kansas Hospital Association, Wichita, May 


Saskatchewan Hospital Association, Moose 


Jaw, October 


Ontario Hospital Association, Toronto, October 
19-21 


American Public Health Association, Kansas 
City, October 25-28 


Connecticut Hospital Association, November 





FORTIETH 
ANNUAL CONVENTION 


American Hospital Association 
Dallas, Texas 


September 26-30 
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The New England Hospital Association 
Hotel Statler, Boston, March 10 to 12, 1938 


The New England Hospital Association, com- 
posed of hospitals in the six New England states, 
will hold its annual convention in Boston on 
March 10, 11, and 12. 


The annual conferences of the New England 
Hospital Association are invariably well attended, 
and their programs full of interest to the hospital 
field. In reviewing the program for the present 
year, which is printed in full below, it is evident 
that the committee in charge of the arrangements 
for the program has broken all previous records 
in planning a useful program for the association’s 
convention. 


The meetings will be held at the Hotel Statler 
in Boston, and exhibits will be arranged in the 
halls adjacent to the meeting rooms. The exhibits 
are both commercial and educational. Manufac- 
turers of equipment and supplies are well repre- 
sented and bring to this convention all the new 
developments in their respective lines. 


One of the interesting features of the educa- 
tional exhibit is the annual gadget display. This 
is an exhibit of articles of equipment, attach- 
ments, and gadgets which the different hospitals 
have developed and manufactured in their own 
shops to meet the specific uses in their own hos- 
pitals. The resourcefulness and ingenuity ex- 
hibited by the superintendents and maintenance 
personnel of the hospitals in designing and mak- 
ing these gadgets are remarkable. The American 
Hospital Association proposes to appropriate this 
interesting and useful idea, developed by the New 
England Hospital Association, and arrange for a 
gadget exhibit at the Dallas convention. 


Under the presidency of Dr. W. Franklin Wood, 
and with the assistance of Dr. A. G. Engelbach, 
secretary, the following program has_ been 
planned: 


Program 
Thursday, March 10 
Registration—9:00 A. M. 


9:15 A. M. 


BUSINESS SESSION 
Presiding—W. Franklin Wood, M.D., President 
REPORT OF COMMITTEES 


Morning Session 
Presiding—George A. Maclver, M.D., Super- 
intendent, Worcester City Hospital, Worces- 
ter, Massachusetts 
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10:30 A. M. 
THE FRONT OFFICE 
Leroy P. Cox, C.P.A., Superintendent, Woon- 
socket Hospital, Woonsocket, Rhode Island 


10:50 A. M. 
SIMPLIFICATION AND STANDARDIZATION OF HOS- 
PITAL EQUIPMENT AND SUPPLIES . 
W. E. Braitwaite, Division of Simplified Prac- 
tice, U. S. Department of Commerce, Wash- 
ington, D. C. 
ROUND TABLE—Conducted by Presiding Officer 


12:30 P. M. 


LUNCHEON 
Presiding—W. Franklin Wood, M.D., President 
The Honorable Maurice J. Tobin, Mayor, City 
of Boston 


Afternoon Session 


PANEL DISCUSSION OF NURSING PROBLEMS 

Presiding—Helen M. Blaisdell, R.N., Superin- 
tendent, The Westerly Hospital, Westerly, 
Rhode Island 


2:00 P. M. 


THE PROGRAM FOR INSTRUCTION FOR STAFF NURSES 
Laura R. Logan, R.N., Director, School of Nurs- 
ing and Nursing Service, Boston City Hospi- 

tal, Boston 


2:30 P. M. 


DUTIES AND TRAINING OF WARD HELPERS 
Ruth Pollock, R.N., Supervisor, Worcester City 
Hospital, Worcester, Massachusetts 


3:00 P. M. 


A RECONSIDERATION OF THE FUNCTION OF THE 
NURSE 
Margaret E. Conrad, R.N., Professor of Nurs- 
ing, Columbia University, New York City 
ROUND TABLE—Conducted by Presiding Officer 


4:30 P. M. 
ADJOURNMENT 


Friday, March 11 
; Morning Session 
Presiding—Wilmar M. Allen, M.D., Director, 
Hartford Hospital, Hartford, Connecticut 


9:00 A. M. 


THE PROPERLY RUN RECORD ROOM 
Estelle P. Ord, R.R.L., Librarian, Cambridge 
Hospital, Cambridge, Massachusetts 
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9:20 A. M. 
THE STANDARD CLASSIFIED NOMENCLATURE OF 
DISEASES 
Edwin P. Jordan, M.D., American Medical As- 
sociation, Chicago, Illinois 


9:40 A. M. 
FEEDING THE HOSPITAL EMPLOYEE 
Marion G. Dana, B.S., Chief Dietitian, New 
Haven Hospital, New Haven, Connecticut 


10:00 A. M. 
FOOD WASTE—ITS DETECTION AND CONTROL 
George A. Knight, Steward, Middlesex Sanato- 
rium, Waltham, Massachusetts 


10:20 A. M. 
THE SPECIAL DIET BASED ON THE “HOUSE DIET” 
Marion Floyd, B.S., Chief Dietitian, Massachu- 
setts General Hospital, Boston, Massachusetts 


10:40 A. M. 
GADGETS—A ROUND TABLE DISCUSSION 
Sidney M. Bergman, Assistant Director, Beth 
Israel Hospital, Boston, Massachusetts 


TRUSTEES SECTION 


10:00 A. M. 
A ROUND TABLE DISCUSSION OF PROBLEMS OF 
TRUSTEES 
Presiding—Ingersoll Bowditch, Treasurer, The 
Faulkner Hospital, Jamaica Plain, Massachu- 
setts 


12:30 P. M. 
LUNCHEON 

Presiding—Joseph B. Howland, M.D., Superin- 
tendent, Peter Bent Brigham Hospital, Bos- 
ton, Massachusetts 

Robert Emory Neff, President, American Hos- 
pital Association 

Bert W. Caldwell, M.D., Secretary, American 
Hospital Association 


Afternoon Session 


Presiding—Frederic A. Washburn, M.D., Direc- 
tor, Cambridge Hospital, Cambridge, Massa- 


chusetts 
2:00 P. M. 
THE ANNUAL REPORT—ITS DEVELOPMENT AND 
FUNCTION 


William O. Rice, M.D., Superintendent, Rhode 
Island Hospital, Providence, Rhode Island 


2:30 P. M. 


STAFF COMMITTEES AND THEIR RELATIONSHIP TO 
THE TRUSTEES 
Channing Frothingham, M.D., The Faulkner 
Hospital, Jamaica Plain, Massachusetts 
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3:00 P. M. 





ROUND TABLE 
Conducted by Nathaniel W. Faxon, M.D., Di- 
rector, Massachusetts General Hospital, 
Massachusetts Eye & Ear Infirmary 


4:00 P. M. 
ADJOURNMENT 


Evening Session 
7:00 P. M. 


ANNUAL DINNER 
Presiding—William O. Rice, M.D., Vice Presi- 
dent 
ENTERTAINMENT AND DANCING 


Saturday, March 12 
Morning Session 


Presiding—D. L. Richardson, M.D., Superin- 
tendent, Charles V. Chapin Hospital, Provi- 
dence, Rhode Island 


9:00 A. M. 
THE POWER HOUSE—A CHECK LIST FOR ITS INSPEC- 
TION ; 
Everett A. Greene, Comptroller, Rhode Island 
Hospital, Providence, Rhode Island 


9:20 A. M. 
THE LAUNDRY—AN ESTIMATE OF ITS EFFICIENCY 
M. Porter Johnson, Cambridge Laundry, Cam- 
bridge, Massachusetts 


9:40 A. M. 


THE CARE OF PREMATURE BABIES 
Florence L. McKay, M.D., Assistant Director, 
Division of Child Hygiene, Department of 
Public Health, Commonwealth of Massachu- 

setts, Boston, Massachusetts 


10:00 A. M. 
PRESENTING YOUR HOSPITAL TO YOUR COMMUNITY 
“An Introduction to the Function of the Gen- 
eral Hospital,” Administrative Staff of the 
Salem Hospital, Salem, Massachusetts 
ROUND TABLE—Conducted by Presiding Officer 


11:00 A. M. 
BUSINESS SESSION 
Unfinished Business 
Report of Resolutions Committee 
Report of Nominating Committee 
Election and Installation of Officers 


12:00 M. 
ADJOURNMENT 
REMEMBER THE DATES—March 10, 11, 
and 12. 
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Registry of National Hospital Associations and Their 
Executive Officers 


American Hospital Association 


President—Robert E. Neff, University of Iowa 


Hospitals, Iowa City 
Executive Secretary—Bert W. Caldwell, M.D., 


18 E. Division Street, Chicago 


Catholic Hospital Association 
President—Rev. Alphonse Schwitalla, S.J., 
1402 S. Grand Blvd., St. Louis, Missouri 
Secretary—M. Ray Kneifi, 1402 S. Grand Blvd., 
St. Louis, Missouri 


American College of Hospital Administrators 
President—Howard E. Bishop, Robert Packer 
Hospital, Sayre, Pennsylvania 
Acting Secretary—Gerhard Hartman, 18 E. 
Division Street, Chicago 


American Protestant Hospital Association 


President—Clinton F. Smith, Grant Hospital, 
Chicago 

Secretary—Albert G. Hahn, The Deaconess Hos- 
pital, Evansville, Indiana 


Association of Private Hospitals, Inc. 


President—Harold Hays, M.D., 133 E. 58 Street, 


New York City 
Secretary—O. R. Gottfried, 1440 Broadway, 


New York City 


Registry of State, Provincial, and Regional Hospital Associations 
and Their Executive Officers 


Alabama Hospital Association 


President—A. C. Jackson, M.D., Walker County 
Hospital, Jasper 

Secretary—G. Earl Mowry, Norwood Clinic, 
Birmingham 


Alberta Hospital Association 
President—James Rodgers, Drumheller Munici- 
pal Hospital, Drumheller 
Secretary—Leonard Wilson, Wetaskiwin, 
Alberta 


Arkansas Hospital Association 
President—Very Rev. Msgr. J. J. Healy, Dioce- 
san Director of Hospitals, Little Rock 
Secretary—Ruth Beal, Children’s Hospital, 
Little Rock 


British Columbia Hospitals Association 
President—E. S. Withers, Royal Columbian 
Hospital, New Westminster 
Secretary—James H. McVety, 411 Dunsmuir 
Street, Vancouver 


Association of California Hospitals 


President—W. C. Crandall, Scripps Memorial 
Hospital, La Jolla 

Secretary—Thomas F. Clark, 1182 Market 
Street, San Francisco 
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Canadian Hospital Council 
President—Rev. Georges Verreault, O.M.L., 
University Seminary, Ottawa 
Secretary—G. Harvey Agnew, M.D., Depart- 
ment of Hospital Service, Canadian Medical 
Association, Toronto 


Colorado Hospital Association 
President—William S. McNary, University of 
Colorado School of Medicine and Hospitals, 
Denver 
Secretary—Walter G. Christie, Presbyterian 
Hospital, Denver 


Connecticut Hospital Association 
President—Mrs. Lucy Abbott Pollock, William 
W. Backus Hospital, Norwich 
Secretary—Anna M. Griffin, Danbury Hospital, 
Danbury 


Florida Hospital Association 
President—T. F. Alexander, Tampa Municipal 
Hospital, Tampa 
Secretary—Fred M. Walker, Duval County 
Hospital, Jacksonville 


Georgia Hospital Association 
President—L. C. Fischer, M.D., Crawford W. 
Long Hospital, Atlanta 
Secretary—Charles W. Curry, 
Candler Hospital, Savannah 


Warren A. 
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Hospital Association of the State of Illinois 
President—Maurice Dubin, Sydenham Hospi- 
tal, New York City 
Secretary—Charles 
Hospital, Elgin 


A. Lindquist, Sherman 


Indiana Hospital Association 
President—Edgar Blake, Jr., Methodist Hospi- 
tal, Gary 
Secretary—Albert G. Hahn, The Deaconess 


Hospital, Evansville 
Iowa Hospital Association 
President—F. P. G. Lattner, Finley Hospital, 
Dubuque 
Secretary—R. J. Connor, University of Iowa 


Hospitals, Iowa City 
Kansas Hospital Association 
President—Rev. John E. Lander, Wesley 


Hospital, Wichita 
Secretary—Dorothy H. McMasters, R.N., 
Newton Memorial Hospital, Winfield 


Kentucky Hospital Association 
President—H. L. Dobbs, Kentucky Baptist 
Hospital, Louisville 
Secretary—Elsie L. Delin, Children’s Free 
Hospital, Louisville 


Louisiana Hospital Association 
President—A. J. Hockett, M.D., Touro In- 
firmary, New Orleans 
Secretary—Mrs. I. D. Stafford, Baton Rouge 
General Hospital, Baton Rouge 
Maine Hospital Association 
President—Joelle C. Hiebert, M.D., Central 
Maine General Hospital, Lewiston 
Secretary—Margaret A. Hebert, Gardiner 
General Hospital, Gardiner 


Manitoba Hospital Association 
President—Gerald S. Williams, M.D., Children’s 
Hospital, Winnipeg 
Secretary—O. C. Trainor, M.D., Misericordia 
Hospital, Winnipeg 
Massachusetts Hospital Association 
President—Henry M. Pollock, M.D., Massachu- 
setts Memorial Hospitals, Boston 
Secretary—Norman C. Baker, M.D., Massachu- 
setts General Hospital, Boston 


Michigan Hospital Association 
President—Mary E. Skeoch, St. Luke’s Hospi- 
tal, Marquette 
Secretary—Robert G. Greve, University Hos- 
pital, Ann Arbor 
Mid-West Hospital Association (Arkansas, 
Colorado, Kansas, Missouri, and Oklahoma) 
President—T. J. McGinty, Southeast Missouri 
Hospital, Cape Girardeau, Missouri 
Secretary—Florence King, Jewish Hospital, St. 
Louis, Missouri 
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Minnesota Hospital Association 
President—Sister M. Patricia, O.S.B., R.N., St. 
Mary’s Hospital, Duluth 
Secretary—Arthur M. Calvin, Midway and 
Mounds Park Hospitals, St. Paul 


Mississippi State Hospital Association 
President—A. Street, M.D., Vicksburg Sani- 
tarium, Vicksburg 
Secretary—Leon S. Lippincott, M.D., Vicksburg 
Sanitarium, Vicksburg 


Missouri Hospital Association 
President—L. C. Austin, Menorah Hospital, 
Kansas City 
Secretary—Florence King, Jewish Hospital, St. 
Louis 


Montana Hospital Association 
President—W. H. Rex, Murray Hospital, Butte 


Nebraska Hospital Association 
President—Francis J. Bath, St. Joseph’s 
Hospital, Omaha 
Secretary—Francis J. Bean, M.D., University of 
Nebraska Hospital, Omaha 


New Brunswick Hospital Association 
President—Rev. Mother Audet, R.N., Hotel Dieu 
Hospital, Campbellton 
Secretary—Fred I. Haviland, Victoria Public 
Hospital, Fredericton 


New England Hospital Association (Massachu- 
setts, Rhode Island, Vermont, Maine, Con- 
necticut, and New Hampshire) 

President—W. Franklin Wood, M.D., McLean 
Hospital, Waverly, Massachusetts 

Secretary—Albert G. Engelbach, M.D., Cam- 
bridge Hospital, Cambridge, Mass. 


New Hampshire Hospital Association 
_ President—Mary L. Whittaker, R.N., Margaret 
Pillsbury Hospital, Concord 
Secretary—Ann MacDougall, Memorial Hospi- 
tal, Nashua 


New Jersey Hospital Association 
President—Eleanor E. Hamilton, R.N., Presby- 
terian Hospital, Newark 
Secretary—Fred W. Heffinger, Mercer Hospital, 
Trenton 


Hospital Association of the State of New York 
President—Fraser D. Mooney, M.D., Buffalo 
General Hospital, Buffalo 
Secretary—Carl P. Wright, Syracuse General 
Hospital, Syracuse 


North Carolina Hospital Association 
President—M. FE. Winston, Rex Hospital, 
Raleigh 
Secretary—James R. McLeod, Thompson Memo- 
rial Hospital, Lumberton 
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North Dakota Hospital Association 
President—J. T. Tollefson, St. Luke’s Hospital, 
Fargo 
Secretary—lIver H. Iverson, Trinity Hospital, 
Minot 


Hospital Association of Nova Scotia and Prince 
Edward Island 
President—A. J. MacDonald, Glace Bay, 
British Columbia 
Secretary—Anne Slattery, R.N., Windsor, 
Nova Scotia 


Ohio Hospital Association 
President—Olive Jane Brown, Detwiler Memo- 
rial Hospital, Wauseon 
Executive Secretary—Ralph W. Jordan, 1925 
A. I. U. Tower, Columbus 


Oklahoma Hospital Association 
President—R. L. Loy, Jr., Oklahoma City 
General Hospital, Oklahoma City 
Secretary—C. B. Hanna, Chickasha Hospital, 
Chickasha 


Ontario Hospital Association 
President—A. J. Swanson, Toronto General 
Hospital, Toronto 
Secretary—Fred W. Routley, M.D., Ontario 
Division of Canadian Red Cross, Toronto 


Oregon Association of Hospitals 
President—Celia Bast, Hahnemann Hospital, 
Portland 
Secretary—Grace Phelps, Doernbecher Memo- 
rial Hospital for Children, Portland 


Hospital Association of Pennsylvania 
President—Mary B. Miller, R.N., Presbyterian 
Hospital, Pittsburgh 
Secretary—Harold T. Prentzel, Friends Hospi- 
tal, Philadelphia 


Hospital Association of Rhode Island 
President—Harry J. Dunham, Newport Hospi- 
tal, Newport 
Secretary—Helen M. Blaisdell, Westerly Hospi- 
tal, Westerly 


Saskatchewan Hospital Association 
President—F. R. Beggs, Esquire, Wilkie 
Secretary—G. E. Patterson, General Hospital, 
Regina 


South Carolina Hospital Association 
President—H. H. McGill, Columbia Hospital, 
Columbia 
Secretary—Charles H. Dabbs, Tuomey Hospi- 
tal, Sumter 


South Dakota Hospital Association 
President—P. J. Blegen, Peabody Hospital, 
Webster 
Secretary—George Kienholz, St. Mary’s Hospi- 
tal, Pierre 


Southeastern Hospital Association 
President—C. L. Sibley, M.D., Birmingham 
Baptist Hospital, Birmingham, Alabama 
Secretary—Robert S. Hudgens, Emory Uni- 
versity Hospital, Emory University, Georgia — 


Texas State Hospital Association 
President—C. E. Hunt, Lubbock Sanitarium, 
Lubbock 
Secretary—Bryce L. Twitty, Baylor University 
Hospital, Dallas 


Tri-State Conference 
(Virginia, South Carolina, and North Carolina 
Hospital Associations) 


Tri-State Hospital Assembly 
(Illinois, Indiana, and Wisconsin Hospital 
Associations) 
President—R. C. Buerki, M.D., State of Wiscon- 
sin General Hospital, Madison 
Secretary—Albert G. Hahn, The Deaconess Hos- 
pital, Evansville, Indiana 


Utah Hospital Association 
President—Mrs. O. V. Wardrop, St. Marks 
Hospital, Salt Lake City 
Secretary—Martha Hardin, St. Marks Hospital, 
Salt Lake City 


Virginia Hospital Association 
President—Lewis E. Jarrett, M.D., Medical 
College of Virginia—Hospital Division, 
Richmond 
Secretary—M. Haskins Coleman, Jr., Richmond 
Hospital Service Association, Richmond 


Washington State Hospital Association 
President—A. L. Balle, M.D., Providence Hos- 
pital, Seattle 
Secretary—Gordon W. Gilbert, Maynard Hos- 
pital, Seattle 


Association of Western Hospitals 

(Arizona, Wyoming, New Mexico, Nevada, 
British Columbia, Montana, Washington, 
Utah, Oregon, Idaho, and California) 

President—Glenn E. Myers, M.D., Compton 
Sanitarium, Compton, California 

Secretary—Thomas F. Clark, 1182 Market St., 
San Francisco, California 


Hospital Association of West Virginia 
President—Richard O. Rogers, M.D., Bluefield 
Sanitarium, Bluefield 
Executive Secretary—James W. Harris, Jr., 
P.O. Box 105, Charleston 


Wisconsin Hospital Association 
President—Grace Crafts, 
Hospital, Madison 
Secretary—E. T. Thompson, M.D., Mount Sinai 
Hospital, Milwaukee 


Madison General 
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Something New 








“WATCH THE BALL OF PROGRESS AS IT ROLLS” 








LMOST one hundred years ago John Ruskin, a critic of the arts, said, “There is hardly any- 
thing in the world that some man cannot make a little worse and sell a little cheaper.” We all 
know this truism. Some hospital administrators know it better than others. The successful buy- 
ers are not “price-beaters.” New ways to do things usually offer the safest route to saving money. 
Improved equipment has economy as its basic appeal. Most newly invented equipment being 
installed today pays for itself in a short time. If it is a quality product it goes on piling up saved 
dollars which are released to purchase other much-needed equipment. The new things described 
here each month have special merit. They all have a definite place in hospital service. Knowing all 
about what is new, judiciously selecting and finding a way to purchase those things which will 
improve service in his hospital, is the secret of many an administrator’s-success. 


Improving Bedside 
Technique 


Thirty years ago an intern 
at Johns Hopkins Medical 
é School in Baltimore worked 
out an idea which revolutionized the hospital bed. 
Using wood as a frame he built the first bed spring 
which could be operated so that it raised at the 
head and foot. The first patient to use such a 
bed was a South Carolina gentleman with a bad 
appendix. He had to be kept raised high for 
drainage. 


The intern who had this idea is now Dr. Willis 
Gatch, Professor of Surgery, and dean of the 
Medical Department at Indiana University. (In- 
cidentally, Dr. Gatch also developed the first re- 
breathing technique in anesthesia.) We wonder 
how many peo- 
ple know the c= 
origin of the 
Gatch bedf 
spring? 

Since that 
day thirty 
years ago the jf 
hospital bed 
has had the at- © 
tention of in- § 
ventive minds 3a 
so that new an- 
swers to old problems are presented regularly. 
The technique of bedside care has progressed to 
a standardized procedure. New inventions have 


contributed to the practical details. Take for ex- - 


ample the Protektent developed by Hill-Rom Com- 
pany of Batesville, Indiana. There are doctors 
who will know that the basis of this idea was a 
rigging of three barrel hoops. Now with the mod- 
ern application of mechanics, Hill-Rom has de- 
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veloped an ingenious method to protect the pa- 
tient. The accompanying illustration demon- 
strates the possibilities. 
saaaddiiadaiians 

Good News for If you don’t know where 
Laboratory Technicians your next 4 plus Was- 

sermann serium is com- 
ing from... don’t let it bother you. 


The American Hospital Supply Corporation, 
1086 Merchandise Mart, Chicago, recently began 
the marketing of Positive Syphilitic Human Serum 
and Normal Non-Syphilitic Serum for controls in 
the laboratory diagnosis of syphilis. 


The material is made from pooled human serum 
and tested in state, city and private laboratories. 
It is packaged in convenient 5cc vials. 


In addition to these Syphilitic Serums, the com- 
pany also has Type II and Type III Blood Typing 
Serum for typing bloods prior to transfusions. This 
serum is selected for high titre and is pooled and 
tested by the same authorities as the syphilitic 
serums and comes in a handy set with dropper 
vials. Each set contains enough serum for forty 


tests. 
~~ 


The Light That Guides Every once in a while 
the Hand of Surgery we see an example of 

the printers’ craft in 
the form of a booklet which passes our exam- 
ination summa cum laude. The ultimate test in 
a printed job is its invitation to read and hold 
your interest. This is usually accomplished in 
an impalpable, indescribable way. You are 
vaguely conscious of warmth, color, interest, 
goodness, sincerity,—all those attributes which 
define “charm” in a human being. 
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Beautifully bound and artistically printed 
books hold such charm. But when scientific sub- 
jects of commercial interest are described and 
illustrated in booklet form in such a manner that 
you actually find yourself, not mildly, but deeply 
interested, you know something of the power that 
lies in the art of printing. 

The subject treated in this booklet is operating 
room lighting. The light that guides the hand 
of surgery should inspire the best thinking of 
illuminating engineers. You feel that this has 
been done when you finish reading “Modern Sur- 
gical Lighting,” offered to you by Operay Labora- 
tories of Madison, Wisconsin. Here is a complete 
story of this important subject, most practically 
presented and equally interesting to layman or 
scientist. 


a 


Making Air Do the 
Trick 


Floating on air is now a 
literal fact. Over in Michi- 
gan in the town of Luding- 
ton where “Jim” Angle, the well-known furniture 
man has his factory under the name of the James 
L. Angle Company, they are featuring seat cush- 
ions for easy chairs and ottomans, made of a 
newly processed rubber. 


The cushioning principle simulates that of the 
rubber mattresses which have recently been in- 
troduced. Made from pure liquid latex rubber by 
a special foaming process, millions of tiny air cells 
are open and inter-communicating, resulting in 
constant circulation of air through the cushion. 
The rubber holds the air and air holds the rubber 
so that there is perfect resiliency, cool, sanitary, 
and durable features. 


The movement of air through the cushion pre- 
vents dust and lint from accumulating, and as 
rubber naturally repels germs, moths, and vermin 
of all kinds, the unit is sanitary. It can be washed 
or sterilized by any accepted hospital sterilization 
method without harm, and dries easily in an ordi- 
nary drying room. 


One of the most important advantages of this 
unit is its durability. Mr. Angle says that tests 
have proven it will outwear at least four spring 
units; will not sag nor break down with age, holds 
its shape permanently, and is a genuine economy 
in maintenance. 

shail is 


A New Schick Shavette 
for the Ladies 


For years men have 
been enjoying the free- 
dom from lather, blades, 
and lotions while shaving by using the Schick 
Electric Dry Shaver . . . And who needed a dry 
shaving device more than the women? Now they 
will have their own in the “Schick Shavette.” 
Young girls starting with the Shavette will never 
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have any dark area under their arms. : . and no 


_beard effect on the legs or arms. 


It comes in royal blue bakelite case with a spe- 
cially modeled Shearing Head for smooth func- 
tioning under the arms and on the legs. Packed 
in a blue moire bag encased in a silver and blue 
box—it’s stunning as well as efficient. Operates 
on AC or DC current—110 volts. Lists at $16.50. 


———_»>——— 


Receiving enthusiastic accept- 
ance from hospitals and ortho- 
pedic surgeons are the new 
CURITY QUADRO Bandages—“hard-coated”’ plas- 
ter of Paris bandages with the plaster sealed in; 
all the plaster is delivered to the cast, without 
loss. QUADRO Bandages are wound on a spe- 
cially perforated core which permits quick and 
uniform hydration, yet the bandages require no 
wringing out; they do not telescope in use. 

Basic in the development of QUADRO Bandages 
is the crinoline into which the plaster is impreg- 
nated. CURITY OSTIC Crinoline is made with 
an entirely new sizing formula which leaves its 
meshes unclogged so they can receive a maximum 
amount of dry plaster. The ingredients of OSTIC 
sizing offer a minimum of interference with the 


formation of a uniform-setting, dry strong cast. 
—___>———— 


Curity “Quadro” 
Bandages 


In the pharmacy of a well-ordered 
hospital, besides routine work, 
there is a man-sized job keeping in- 
formed about the new products made available 
almost daily. For instance, Armour and Company 
has a series of special Glanule formulas which 
they have developed in their laboratories. One 
which they recently announced is a Ferroglanoid. 
This they describe as a convenient therapeutically 
active oral concentrate of liver, iron, and Vitamin 
B, encased in airtight capsules (Glanules). 

Indications for these triple action Glanules are 
pernicious anemia with early symptoms of cord 
degeneration, the anemias of pregnancy and men- 
struation where large doses of iron are required, 
constitutional achromic anemia and sprue. The 
Vitamin B concentrate is of value in combating 
the general atony and lassitude associated with 
neurasthenia and anemias. 


The name Ferroglanoids denotes the product of 
the Armour Laboratories and is one of a series 
of special Glanule formulas which will be de- 
scribed in later issues of this Journal. The medi- 
cation is vacuum sealed in fused gelatin. Glanules 
are stable and palatable. Packaged in regular 
boxes of 50 and 100 Glanules. Special packages 
of 500 and 1,000 are available to hospitals and 
clinics. Order direct from the Armour Labora- 
tories, Union Stock Yards, Chicago, or your regu- 
lar wholesaler. 


In Your 
Pharmacy 
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ONLY THESE 


SOLUTIONS 


~w 


ARE 


VACOLITER 


You never have to wait for Baxter’s Solutions 


Baxter’s Dextrose, Saline and Acacia 
Solutions are packed ready for use in 
Vacoliters. In Vacoliters they will be 
ready when you are ready to use them. You 
never have to wait for Baxter's solutions. 

We package these solutions in a con- 
tainer, the Vacoliter, which makes it 
possible to stock Baxter's Dextrose, Sa- 
line and Acacia Solutions in any quan- 
tity for long periods, on your storage 
shelves. The solutions resist deteriora- 


The fine product of 


tion because they are packed in a high 
vacuum. They cannot become contami- 
nated because they are tightly sealed 
with a metal closure. 

In the hospitals where Baxter's Solu- 
tions are used, the routine of intravenous 
therapy is smooth . . . convenient... 
free from unnecessary complication. 

Perhaps that is why so many of Amer- 
ica’s hospitals use Baxter's Solutions in 


Vacoliters regularly, day after day. 


BAXTER LABORATORIES 


GLENVIEW, ILL. 


COLLEGE POINT, N. Y. 
TORONTO, CANADA 


GLENDALE, CAL. 


Produ :ed and Distributed on the Pacific Coast by 
Don Baxter, Inc., Glendale, Cal. 


Distributed East of the Rockies by 


CHICAGO 
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THE AMERICAN HOSPITAL SUPPLY CORPORATION 


NEW YORK 





PROTECTED 


Correlating the Service of the General Hospital 
with the County Health Department 


RUSSELL E. TEAGUE, M.D., and MRS. GELA HARMON SCHULTE, R.N. 


purpose or coordination of effort between the 

general hospital and the department of health 
of the community. If the best interests of the com- 
munity are to be served, it is essential that a close 
association of purpose, as well as of effort should 
be maintained between these two welfare organiza- 
tions. The results of the close cooperation be- 
tween the hospitals and the health department 
have been well demonstrated in the city of Padu- 
cah, Kentucky. 


it MANY localities there is little cooperation of 


Since the department of health of a commu- 
nity is concerned primarily with the prevention 
and control of disease, and the general hospital is 
concerned with the curative processes of disease, 
it would seem that these two phases of medicine 
are distinctly separate. On the contrary, preventa- 
tive and curative medicine are inseparable, and 
in order for the practice of preventive medicine 
to be successful there must be a close cooperation 
between the community health department and 
the hospital. This fact was recognized in Padu- 
cah both by the administrative officers of the 
Riverside General Hospital and the McCracken 
County Health Department immediately after its 
organization in 1935. They are two separate or- 
ganizations; their advisory boards and adminis- 
trative officials, the sources of funds for support, 
and to a large extent their activities are distinct 
and separate. A close study made by the admin- 
istrative officers of both the hospital and the 
health department revealed that more economical 
and satisfactory results could be accomplished in 
less time, if the activities of each of these organ- 
izations could be coordinated in better service to 
the community and with mutual benefit to both 
organizations. 


Joint Use of Laboratories 


The first move was to utilize the laboratory fa- 
cilities of the hospital as a joint clinical and pub- 
lic health laboratory. The health department paid 
the salary of one technician in the laboratory, and 
they made all the bacteriological tests, including 
milk and water tests. Throat cultures, malaria 
smears, and other work of this character were 
accomplished in this laboratory. Because of the 
location of Paducah in reference to the nearest 
State Health Laboratory, which was some 250 
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miles distant, the work of the county health de- 
partment was greatly facilitated under this ar- 
rangement. The hospital gained under the ar- 
rangement by the services of an extra technician 
and by being relieved of many routine tests which 
would ordinarily have to be accomplished in its 
clinical laboratory. 


Efficiency During the Flood Emergency 


The increased efficiency of both organizations 
through their close cooperation and the correla- 
tion of their activities was demonstrated at the 
time of the great flood which almost destroyed 
Paducah during January and February of 1937. 
The city was completely inundated and experi- 
enced greater loss in proportion to its population 
and financial resources than any city in the Ohio 
River Valley. The Riverside General Hospital 
was damaged more than any other hospital in the 
flood area. 


The hospital was compelled to evacuate all pa- 
tients, as well as the entire personnel, and move 
into a large brick school building, located at a 
higher elevation about thirty-eight blocks distant, 
which was turned into an emergency hospital. In 
this emergency hospital, established as a health 
center, all of the sick in Paducah as well as the 
patients from the two hospitals, the Riverside 
General Hospital and the Illinois Central Hospi- 
tal, were accommodated. 


The Emergency Hospital Center 


With the cooperation of the hospital personnel, 
the local health department, the American Red 
Cross, and the local physicians in the community 
an efficient hospital unit functioned throughout 
the entire period of the flood, as well as during 
the period of rehabilitation. Water, milk, and 
sanitary facilities were for a time entirely lack- 
ing and the health department, through its con- 
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PHYSICIANS... HOSPITAL ADMINISTRATORS... GRADUATE NURSES...DIETITIANS... TECHNICIANS 


M. BURNEICE LARSON, 
DIRECTOR 


.... a fob that'd give you thrills . . . . would 
you like that? 


and doubt and insecurity. Your income, in ascend- 
ing scale must come, and unerringly, for that is the 
way the world pays its doers. 


There’s only once we pass this way ... once. The 
task that’s ours takes all our hours from sleep to 
sleep ... why not use them, spend them, in tasks 
that give us thrills? 


The fun of life can’t be all in after hours. 


It could be so we'd have a job that’s fun, a job we’d 
love and give it all we have and work at it as 
though the thing belonged to us. 


And when you own a job like that and give it all 
you have ... life takes on a different look. Songs 
come quicker to your lips; confidence, security and 
great peace of mind take the place of restlessness 


Find the job you’d love. Give yours then to another 
who'd love it, too. Live all of your life. Live in the 
job that asks and gets all of your energies, all of 
your enthusiasm and fight, and glory in its doing. 


We will help. Will you ask usP Tell us who you 
are, all about you, where you’ve worked, and what 
you'd like to do. That’s our job to find the finer 
tasks for our people; to find for hospitals the finest, 
the smartest in the land. 


The MEDICAL BUREAU 


55 E. Washington Street 
The top floor of the tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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nection with the state departments and the wel- 
fare organizations of the surrounding territories, 
worked diligently in securing supplies and equip- 
ment for the emergency hospital center. 


The personnel of the two hospitals transferred 
to the emergency hospital worked faithfully and 
uncomplainingly. They suffered great distress, 
discomfort, and many inconveniences during their 
period of service in the emergency hospital unit. 
For days and weeks the majority of these em- 
ployees knew nothing of the whereabouts of their 
immediate families and carried on their work 
under this great anxiety and nervous tension. 


Maternity Centers and Pre-Natal Clinics 


Two private homes were converted into mater- 
nity centers and the pre-natal cases in attendance 
at the health department clinic, and the pre-natal 
cases furnished by physicians in the eighth and 
ninths months of pregnancy were removed to 
these centers where obstetricians were in charge. 
Patients requiring major surgical operations were 
sent to nearby cities outside of the flood area. 


It was forty-five days before the city water 
supply was considered safe by the health depart- 
ment, and the citizens of Paducah were granted 
permission to return to their homes. The damage 
done to hospitals and public buildings by the flood 
was being repaired and the patients and personnel 
were at last back in their old quarters again. 


Assembling the Work of the Health Department 
in the Hospital as a Health Center 


The health department by this time had en- 
larged its personnel to a health officer, an as- 
sistant health officer, eight public nurses, six sani- 
tary inspectors, and two laboratory technicians. 
The problem of quarters for such a force was 
acute. Their old office and clinic space was in- 
adequate to accommodate the personnel required 
to carry on the work of the health department. 


The Riverside General Hospital for several 
years has had two communicable disease build- 
ings. One designated for the white people, the 
other unit for negroes. The building for the white 
people is a two-story structure and only a part 
of the building was in use at any time. It was 
felt that by correlating the clinic service of the 
health department and the hospital, the first floor 
of this building could be utilized by the health de- 
partment to conduct the public health clinics. 


At the Riverside General Hospital there is an 
annual obstetric service of approximately 250 
cases, of which about 125 are city or charity cases. 
Most or all of these cases receive pre-natal care 
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at the pre-natal clinic of the McCracken County 
Health Department held weekly. 


The records of all these pre-natal cases are 
available to the hospital to be removed from the 
clinic file and placed on the chart of the patient 
after their admission to the hospital. On dis- 
charge from the hospital, the clinic record is then 
returned from the chart to the postpartum file of 
the clinic and is available to the public healt 
nurses for home visits. ; 


Clinic for Venereal Disease 


In April the McCracken Medical Society and 
the health and hospital officers decided that a 
clinic service for the treatment of venereal dis- 
eases must be established in order to control the 
spread of these diseases in that community. As 
a part of the National Campaign in the control 
of syphilis, this clinic was established by the Mc- 
Cracken County Health Department in the clinic 
quarters of the Riverside Isolation Hospital. 


Under this correlation of activities, the clinic 
facilities of the hospital are being used for the 
treatment of a disease treatment of which is a 
primary requisite in the prevention of its spread. 
The authority of the health officer is being used 
in the clinic to get infectious cases under treat- 
ment and keep them under treatment until a mini- 
mum of forty treatments has been given. 


Dental Clinic 


In June, the health department established a 
dental clinic in the first floor clinic quarters of 
the Isolation Hospital. New dental equipment 
was purchased and installed, and a full-time den- 
tist was employed to do corrective dental work 
for indigent school children in the lower grades 
in Paducah and McCracken County. This clinic 
equipment is available for the use of the staff 
dentists of the Riverside Hospital for their emer- 
gency dental clinic held weekly, at which time 
emergency dental work for city cases is done. 


It is recognized by both the superintendents of 
the Riverside Hospital and the health department, 
as well as their respective boards, that such a 
correlation and coordination of their activities is 
maintaining better feeling of mutual understand- 
ing between both of these groups who are pri- 
marily interested in the health and welfare of 
their community. 


The personnel of both organizations are en- 
thusiastic over the results in this extensive clinic 
and health service, and it is generally felt that the 
mutual benefits derived by both organizations will 
aid in rendering a better service to the com- 
munity. 
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TAKE MY TIP! 
SEND FOR THIS NEW 
FREE HOSPITAL 
SOAP CHART TODAY! 
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Shows You How to Simplify 
Cleaning Jobs .. . Cuts 
Soap and Labor Costs! 


T’S TRUE! This efficient chart will 
I show you the correct soap for every 
cleaning need... help you reduce your 
inventory to six types of soap and save 
you money! And it’s easy to use... clear, 
simple—anyone can follow it. SPECIAL SOAPS FOR LAUNDRY 
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Ask your C. P. P. man for this accu- Choosing the right soap 
for your laundry is important! 


rate new chart and the supplementary 
“ : . » Colgate-Palmolive-Peet has a full line of soaps for 
booklet, “Hospital Cleanliness,” that every laundry need—for pillows, blankets, silks, 


gives you latest information on modern linens . ; . soaps that give you cleaner, whiter laun- 
dry work at less cost! For tests have proved that 


cleaning methods. Or, if you prefer, , 
pound for pound C.P.P. Special Laundry Soaps wash 


write us and we will have our represent- more clothes better than so-called “‘bargain” soaps. 
For full information about Colgate-Palmolive- 


ative see you at the first opportunity. 
Peet Laundry Soaps, ask your C.P.P. representative, 
when you request your copy of the Hospital Chart. 


COLGATE-PALMOLIVE-PEET CO. 


105 HUDSON ST., JERSEY CITY, N. J. 


KANSAS CITY, KANS. * JEFFERSONVILLE, IND. BERKELEY, CALIF. 
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Medical Economics—A Challenge to 
Hospital Administrators 


DONALD M. ROSENBERGER, Philadelphia 


EDICAL economics is one of the most dis- 
M cussed subjects in the allied fields of 

medicine today. Many enlightened so- 
cial thinkers look to modernization or liberaliza- 
tion of methods current in the general field of 
medicine as a means of solving medico-social ills 
of the country. Some doctors look on many of 
those progressive thinkers as reds, while some of 
the so-called reds look on those same doctors as 
out-moded conservatives. Both doctors and lay- 
men are found under either classification. The 
clearest thinkers maintain an open mind in re- 
gard to the problems and projected solutions. 


Medical Economists as Community Health 
Engineers 


Medical economics has to do with the cost of 
medical care. Medical economists, so styled, are 
concerned with the problems of providing ade- 
quate medical care, both preventative and thera- 
peutic, particularly for those people who cannot 
afford the cash costs of that care. Medical econo- 
mists, or community health engineers as they are 
coming to be called when they confine their efforts 
to a single community, are not interested in dic- 
tating how a doctor shall treat a patient. Rather 
they are concerned with programs that insure 
adequate care to persons who are not able to afford 
the cash costs, and that those who can afford to 
pay some or all of the cost of adequate medical 
care be given every opportunity to do so. Medi- 
cal economists are interested in helping the pa- 
tient by arranging for adequate medical care; 
in serving the doctor by fostering better doctor- 
patient relationships; and, in general, in bet- 
tering health standards of the community by co- 
ordinating existing facilities and establishing new 
and useful medical economic services. 

It is the securing of adequate medical care for 
the indigent and semi-indigent sick that creates 
the largest problems. Budgeting the cost of com- 
plete and adequate medical care for those who 
can pay for that care only if medical credit is ex- 
tended or a pre-payment service, based on the in- 
surance principle, offered is the next most im- 
portant problem. Provision for meeting the cost of 
hospitalization is a problem equal in importance 
to that of meeting the cost of medical care. Non- 
profit group hospital insurance, commonly known 
as group hospitalization, offers a solution to the 
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problem of paying hospital bills. No equally prac- 
ticable system has yet been devised to handle pay- 
ment for the cost of medcial care. 


Economic Problems Related to Hospital Services 


It is seen in this brief resumé that two of the 
three main problems connected with adequate 
medical care are directly related to hospital serv- 
ices. The indigent ambulatory sick come to the 
out-patient departments of hospitals. The in- 
digent and all-income classes alike come to hos- 
pitals for in-patient services. Thus hospitals are 


the guardians of the ambulatory indigent and 


semi-indigent sick and of all persons needing in- 
patient services. 


Hospitals are health centers toward which peo- 
ple are now turning in great numbers. This ob- 
servation is readily backed by facts. According 
to Michael M. Davis’, “During the last sixty years, 
the number of hospital beds has grown ten times 
faster than the population. There are over 1,- 
000,000 beds today (1934). About one in every 
fifteen persons is a hospital patient in the course 
of a year. The growth of clinics providing or- 
ganized service for sick persons able to be up and 
about has been more recent and even more rapid. 
There were only a handful in 1900; in 1931 it 
was estimated that there were over 2,000 clinics 
as the out-patient departments of hospitals, and 
about 5,700 unattached to hospitals, receiving in 
1931 at least 35,000,000 visits from patients and 
in 1934 (on account of the depression) about 
50,000,000. The number of different individuals 
who receive some care in clinics is estimated as 
between 10,000,000 and 15,000,000.” 


In response to this constantly increasing hos- 
pital consciousness on the part of the residents of 
the community, physicians, specialists, and sur- 
geons are coordinating their services in hospitals 
and are moving their offices to hospitals. Again, 
according to Dr. Davis, “At the present time 


1Michael M. Davis, Ph.D.: Medical Economics from the Pro- 
ducers’ Point of View, in The Debate Handbook, p. 36-37. Lucas 
Bro., Columbia, Missouri, 1935. 
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about three-fourths of all the physicians in the 
United States have some hospital or clinic con- 
nection, involving for some men the major part 
of their professional activity, for some very lit- 
tle.” (Same citation) 


Hospitals as the Center of Professional 
Organization 


Two things are definitely happening: Resi- 
dents of communities are turning to the hospitals 
for complete medical care, and, consequently, hos- 
pitals are rapidly becoming the centers of profes- 
sional organization, the term professional organi- 
zation applying to the interrelations of physicians 


and other agents in the actual rendering of medi- 
cal service. Thus hospitals are rapidly becoming, 
if they have not already become, the health centers 
of the community. s 

Because hospitals and clinics utilizing social 
capital are rapidly becoming the centers of pro- 
fessional organization, because hospitals and 
clinics are rapidly becoming the health centers of 
the community, and because as such hospitals 
step to the front and command first considera- 
tion in any plan which proposes to provide com- 
plete and adequate medical care for the residents 
of the community which they serve, medical econ- 
omics stands as a challenge to hospital adminis- 
trators. 





Sickness During Winter Months 


The National Health Survey, which has been 
conducted by the United States Public Health 
Service, estimates that during the winter months 
six million people in the United States are too sick 
to work, attend school, or pursue their other usual 
activities. 


Five-twelfths, almost one-half, of the six mil- 
lion people who are on the nation’s daily sick 
list are incapacitated for reasons of chronic dis- 
eases such as rheumatism, diseases of the heart 
and blood vessels, hardening of the arteries, 
nephritis, cancer and non-malignant tumors, dia- 
betes, asthma, tuberculosis, ulcer of the stomach, 
gallbladder diseases, nervous diseases, and per- 
manent impairments resulting from previous ill- 
ness or accident. Twenty-five per cent, or 
1,500,000, are incapacitated because of colds, in- 
fluenza, pneumonia, and other bronchial and pul- 
monary illnesses. This high rate is probably in- 
fluenced by the fact that the survey was made 
during the winter months when the incident of 
these diseases is higher. 


Accidents disabled one-half million of the six 
million people, and another five hundred thou- 
sand were incapacitated for reasons of acute in- 
fectious illnesses or other acute illnesses such as 
appendicitis, etc. 


The highest proportion of the sick was in the 
oldest age group from sixty-five and up. The 
lowest rate was in the earliest adult group from 
fifteen to twenty-four. In the oldest age group 
one in every eight was disabled on the day of 
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the survey. Children up to fifteen years of age 
and adults between twenty-five and sixty-five 
years of age had about the same proportion of 
illness. 


The National Health Survey further brings up 
that illness occurs most often in the lowest in- 
come groups. Two persons on relief for one per- 
son in the middle and highest income brackets 
were disabled for reason of chronic illness for a 
week’s duration or longer during the year of the 
survey. Families just above the relief level but 
with incomes less than $1,000 had less sickness 
than the relief population, but illness rate in this 
group was seventeen per cent higher than for 
the highest income group. Most of this excess 
was due to the greater frequency of chronic 
illness. 


Illness plays a big part in causing dependency, 
it appears from that part of the survey which 
showed how disabling illness incapacitates the 


wage-earner. In relief families, one in every 
twenty family heads was unable to seek work 
because of disability. In non-relief families with 
incomes under $1,000 the number of family heads 
unable to seek work because of illness was one 
in thirty-three. This figure was one in two hun- 
dred fifty for families in the comfortable income 
group. 


The relief and low income families not only 
have more illness but have longer-lasting illnesses. 
They also get less medical and nursing care than 
high or comfortable income families. 
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Monel food service equipment in special diet kitchen of the Kansas City General Hospital, 
Kansas City, Mo. Fabricated and installed by Duparquet, Huot and Moneuse Co. of Chicago. 
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a factory finish that insures uniform appearance. Prices will surprise 
you pleasantly too. Give Inco’s engineers the chance to furnish you 
full information. p 


THE INTERNATIONAL NICKEL COMPANY, INC. 
67 WALL STREET New York, N. Y. 
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Sterilizer shells fabricated by American Sterilizer Company of Erie, 
Pa. Walls of the Sterilizing chamber and the steam jacket are made 
of Monel as well as outside shell. 


(Left) Built-in cases installed by the General Fireproofing Com- 
pany, Youngstown, Ohio, in the surgical dressing room of the 
Youngstown City Hospital, Youngstown, Ohio. Monel tops were 
standard equipment in several hundred of these units. 


American Monel Cascade Washers and Extractors in the Doctors 
Hospital, New York, N. Y., manufactured by the American Laundry 
Machinery Company, Cincinnati, Ohio. 
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Organization of the Medical Staff 
in the Hospital 


FELIX P. MILLER, M.D., El Paso, Texas 


Surgeons for approval of a hospital specifically 

calls for the organization of the physicians 
and surgeons privileged to practice in the hospi- 
tal, into a definite group or staff. Perhaps we can 
better appreciate the necessity of such organiza- 
tion if we mention the functions of the medical 
staff, these are: 


Ts requirements of the American College of 


1 Provision of professional care of the sick and 
injured in the hospital 

2 Auditing of the professional work 

3 Participation in medical education 

4 Maintenance of the efficiency of the staff in- 
dividually and collectively 

5 Self government 


Why an Organized Medical Staff Is Necessary 


Organization of the medical staff, which in- 
cludes all doctors who practice in the hospital, is 
essential if it is to perform these functions and 


have control of its members. The governing body : 


of the hospital is responsible legally and morally, 
for the type of medical care which is adminis- 
tered. Therefore, it becomes necessary for this 
body to have some type of organization in its 
medical service over which it may exercise some 
control. 


Staff Divisions 


The medical staff is essential in either the so- 
called “open” or “closed staff” type of hospital. 
The staff may be divided into as many divisions 
as seems necessary for proper function. While 
close division of the staff may not be necessary 
in the small hospital, the various specialties may 
be designated as divisions, such as, surgery, medi- 
cine, orthopedics, obstetrics, etc. The staff may 
be divided further into: 


1 Honorary Medical Staff 
2 Consulting Medical Staff 
3 Active Medical Staff 

4 Associate Medical Staff 
5 Courtesy Medical Staff 
6 Resident Medical Staff 


Requirements for Appointment to the Staff 


The minimum standard for accredited hospitals 


Presented before the Southwest Sectional Conference of the 
College of Surgeons, Houston, Texas, February 2, 1937. 
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require that membership upon the staff be re- 
stricted to physicians and surgeons who are: 


1 Full graduates of a recognized school of regu- 
lar medicine 

2 Legally licensed to practice medicine in the 
State in which the hospital is located 

3 Competent in their respective fields of medi- 
cine 

4 Worthy in character and professional ethics. 
In this connection, division of fees under any 
guise whatever, is prohibited. 


The college further requires that the “Staff 
adopt rules, regulations and policies governing the 
professional work in the hospital.” Such regula- 
tions are to have the approval of the governing 
board of the hospital. 


Specific Requirements of the Staff Regulations 


The minimum requirements for standardization 
require that the staff rules and regulations pro- 
vide specifically : 


1 That staff meetings be held at least once each 
month 


2 That the staff review and analyze at regular 
intervals their clinical experience in the vari- 
ous departments of the hospital; the clinical 
records of patients to be the basis of such 
review and analysis. 


It follows therefore, that the physician must 
cooperate in the preparation of accurate and com- 
plete records of each individual case. The actual 
government of the staff organization may take 
any form. In general, the more simple the staff 
organization, the more efficiently it will function. 
The officers are usually the president (chief-of- 
staff), the vice president and the secretary. 


The president maintains general supervision 
over the professional work of the hospital and the 
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I thought I was a good 


Housekeeper, but - - - 


Did you ever see anything to equal the cleanliness of 
this room, and the perfection of these bed clothes? 
And you should see the table-ware! The questions 
I've asked these hospital people about cleaning! All 
I hear is “Wyandotte This” and “Wyandotte That” 


—for all their cleaning. It beats me! 
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members of the medical staff, and serves as an 
ex-officio member of all committees. 


Staff’s Standing Committees 


The most important standing committees are: 

1.The executive committee made up of the of- 
ficers of the staff. This committee transacts 
most of the business of the staff and acts as 
the liaison group between the staff and the 
hospital administration. 


The medical records committee. In view of 
the requirements for hospital standardiza- 
tion, this committee is most important... Its 
duties are to review all medical records to 
assure that they are accurate and complete; 
to recommend regulations and forms to fa- 


cilitate the keeping of medical records; and 
to prepare and present the program of the 
staff conference. 


Credentials committee—Its duties are to re- 
view the credentials and qualifications of ap- 
plicant to the medical staff and to make rec- 
ommendations as investigation may indicate. 


It will be readily seen that the requirements of 
the American College of Surgeons relative to the 
organization of the staff in an accredited hospital 
are not excessively rigid or unnecessary. These 
requirements not only provide for better care of 
the sick and injured, which is the primary object 
of hospitalization, but they provide for accurate 
research and teaching through the staff confer- 
ence and hospital case records. 





Nurses and Subsidiary Workers 


More than thirty years ago the leading nurse 
educator of her day said that the future of the 
training of nurses must “inculcate the principles 
of peace, prohibition, prophylaxis, and woman 
suffrage.” A clinician of equal eminence replied, 
“And what becomes of the gentle art of making 
the patient comfortable in bed? Woman suffrage 
has been attained and proved a success, prohibi- 
tion has been tried and found wanting, prophy- 
laxis has brought public health administration to 
one of the outstanding professions, and peace 
seems to await the millennium, but the patient is 
still in bed and must be nursed.” 


As the art of medicine has progressed toward 
an exact science, more and more of the procedures, 
formerly jealously guarded prerogatives of the 
physicians, have perforce been delegated to his 
loyal co-worker, the nurse. This has led to a grad- 
ual stepping up of the skill required of the nurse 
and to a consequent increase in educational re- 
quirements for nurses. Concurrently, true to the 
traditions of all budding professions and led by 
its outstanding thinkers, nursing realized and 
assumed more and more its responsibility of rais- 
ing its own professional level. 


But the patient is still in bed. His proper care 
involves many procedures which do not demand 
the skill of the graduate nurse. In fact, it has 
been found in one institution that as much as 49 
per cent of the nursing service can be delegated 
to properly trained subsidiary workers. 


Just as many physicians of limited vision were 
wont to complain that the nurse was demanding 
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or receiving over-education, that she was becom- 
ing “too good for her job,” so until recently has 
the nursing profession quite consistently opposed 
the development of proper training for the sub- 
sidiary workers. This opposition was probably 
a relic of the time when nursing was concerned 
with private duty rather than with institutional 
nursing, and was a defensive reaction against 
competition with the so-called “practical nurse.” 


Psychologists tell us that inferiority complexes 
on which defensive reactions are based are no- 
toriously complexes rather than facts. The de- 
velopment of hospitals and of medical science 
has opened new fields for nurses both in admin- 
istrative and in the more complicated technical 
procedures. 


It is a common observation in personnel man- 
agement that the worker is less interested in the 
simpler, more routine duties of his job than in 
those in the higher levels of his technical skill. 
The non-technical duties falling in the borderline 
between those of the nurse and those of the 
trained subsidiary worker, will represent the low- 
est level of the graduate nurses’ duties and the 
highest level of the subsidiary workers’. It is 
thus probable that the subsidiary worker will be 
more interested and therefore more effective in 
this border zone than will the graduate nurse. 


It is on some such sound basis as this that the 
nursing profession can gradually push its profes- 
sional service to a higher level, and at the same 
time provide even better care for the patient. 
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A convenient dispensing package con- 
tributes materially to the efficiency of 
the modern hospital pharmacy . . . The 
special Petrolagar Hospital Unit is an in- 
dividually packed and labeled container, 
ready for immediate dispensing without 


additional pouring, filling or repackaging. 


When Petrolagar is prescribed, it can be 


quickly and accurately dispensed by the 
hospital pharmacist . . . Ask the members 
of your staff to specify the Petrolagar 
Hospital Dispensing Unit. All five types 
of Petrolagar are available at a price 
comparable to that of plain mineral 
oil . . . . Petrolagar Laboratories, Inc., 
8134 McCormick Blvd., Chicago, Illinois. 


Petrolagar .. . Liquid petrolatum 65 cc. emulsified with 0.4 Gm. agar in a menstruum to make 100 cc. 








The Hospital Book Shelf 


MANUAL OF HOSPITAL ACCOUNTING PROCEDURES. 
Robert Penn, C.P.A., and Allen A. Ward, 
Physicians’ Record Company, Chicago. 1938. 
Price $1.00. 


This new manual describes the procedures and 


forms necessary to put into practice the prin- 
ciples laid down in Hospital Accounting and 


Statistics, the Official Manual of the American 
Hospital Association. 


This manual illustrates all the forms necessary 
for the complete accounting system and describes 
the use of each. In many cases there are two or 
three different forms for the same purpose, 
enabling the reader to choose the one conforming 
most closely to his particular needs. 


The series of forms is complete from charge 
slips, patients’ ledger card, and purchase order 
to general ledger, analysis and balance sheets. 


Forms are classified according to department 
in which used, charts show interrelations and 
routing of the various forms, and many of them 
have typical entries, thus clarifying the entire 


system to such an extent that it does not require 
an expert accountant to install or to operate the 
system. 


The entire system is so arranged that it may 
be adjusted to the small hospital with its need 
for simple records or the larger one needing more 
complicated ones. 


The chart of accounts conforms to that adopted 
by the American Hospital Association, but is 
clarified by a list showing the proper distribu- 
tion of a large number of items whose proper 
classification is sometimes in doubt. 


In the last pages of the book there is a com- 
prehensive l|ist showing the average useful life of 
the various items of equipment used in the hos- 
pital, and a standard rate at which depreciation 
should be charged. 


In view of the fact that the same publisher pub- 
lishes all of the forms described on quantity basis, 
and that the system can be installed by any com- 
petent accountant, it now becomes possible for 
any hospital to adopt the standard system of the 
American Hospital Association at a minimal cost. 
This should encourage many who have not yet 
been able to do so, to adopt the standard system, 
and thus put their accounts in such shape as to 
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permit comparison of their results with those of 
sister institutions to the very great advantage of 
all concerned. 


——— 


LEGAL ASPECTS OF HOSPITAL PRACTICES. Eman- 
uel Hayt and Lillian R. Hayt. Hospital Text- 
book Company, New York. 1938. 


Changing attitudes toward social problems have 
brought with them an entirely new set of legal 
concepts and decisions. With these changes and 
the very wide expansion of hospital activities, the 
hospital is confronted with an increasing need for 
legal advice and assistance if it is to maintain its | 
legitimate rights and privileges and those of its 
patients. 


Legal decisions and precedents are. scattered 
far and wide in a multitude of reports, and many 
hospitals have been placed in false legal positions 
by the inability of their administrators or legal 
advisors to gain a comprehensive view of the legal 
background of the question involved. An out- 
standing example of how even higher courts can 
go wrong is in a decision of one state Supreme 
Court that a “fracture was compound because 
both bones of the leg were fractured.” 


It is particularly timely that the authors of this 
book have taken the trouble to assemble and digest 
the arguments and decisions of the courts on the 
principal legal problems confronting hospitals. 
Under twenty-five chapter headings, from autop- 
sies and the control of blood donors to lien laws 
and the charitable status of hospitals, the authors 
present a thorough analysis of the validity of the 
arguments presented and the decisions resulting 
therefrom. The cases presented are all drawn 
from New York courts for the reason that the 
state of New York has made such outstanding ad- 
vances in hospital law the courts of other states 
are accustomed to give major consideration to 
precedents established by the Supreme Court of 
that state. 


The text is well organized and so written as to 
be readily intelligible to the lay as well as the 
legally-trained reader. Every opinion is authen- 
tical by citation to the case involved, and the en- 
tire subject matter is indexed both by case ref- 
erences and by topic discussed. 


This is one of the uncommon books without 
which no administrator’s working library can be 
considered adequate. 
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News Notes 


Newman M. Biller, former assistant to the di- 
rector of the Massachusetts General Hospital, 
Boston, has been appointed executive director of 
the Beth Israel Hospital, New York City. 


——< ——— 


Harriet L. Beek succeeds Elizabeth K. Foote 
as director of the school of nursing, Mount Sinai 
Hospital, New York City. Mss Foote left Mount 
Sinai Hospital on January 15, for the Presby- 
terian Hospital in Porto Rico, West Indies. 


nn 


Paul L. Burroughs, former teller at University 
Hospital, Ann Arbor, Michigan, has been ap- 
pointed purchasing agent and personnel officer 
at the Rochester General Hospital under Dr. C. 
G. Parnall. 


acter 


Sister Mary Carmelita, former superior of St. 
Mary’s Hospital of St. Louis, succeeds Sister Mary 
Alexia as superior of St. Francis Hospital, Blue 
Island, Illinois. 


a 


Benjamin J. Colegrove, M.D., has been named 
superintendent of the Onondaga General Hospital, 
Syracuse, New York, to succeed Dr. Harry L. 
Fifield. 


<> 


Philip H. Lantz succeeds Laura B. Wilson as 
superintendent of the Children’s Hospital, Pitts- 
burgh. Miss Wilson resigned some months ago. 


i 


J. Lincoln MacFarland, formerly in charge of 
the laundry and housekeeping departments at 
Woman’s Hospital, Philadelphia, has been ap- 
pointed assistant to the superintendent of Read- 
ing Hospital, Reading, Pennsylvania. 


en 


R. C. Meyer, M.D., of Plymouth, Wisconsin has 
been appointed superintendent and medical di- 
rector of Knox County Hillcrest Tuberculosis 
Hospital, Vincennes, Indiana. Dr. Meyer suc- 
ceeds Dr. Bert Moore, who resigned to return to 
his former position with the tuberculosis dis- 
pensary of Vermilion County at Danville, Illinois. 


> — 


Bensel M. Pittman 


Denzel M. Pittman died January 27, in his 
thirtieth year, at Griffin, Georgia, where he was 
business manager of Strickland Memorial Hospi- 
tal. Mr. Pittman attended Indiana University 
and, after being graduated in 1929, was appointed 
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as assistant to. Dr. Edward T. Thompson, then 
administrator of the Indiana University Medical 
Center. In 1934 he became secretary to Dr. John 
G. Benson, superintendent of the Methodist Hos- 
pital, Milwaukee, Wisconsin. After a year and a 
half in that post, he took post-graduate work at 
the University of Chicago and then received the 
appointment at Strickland Hospital. 


—— 


Helena, Arkansas—Plans are being made for 
a $750,000 building program of the state tuber- 
culosis sanatorium at Helena, Arkansas. The 
sponsors of the program are planning to present 
it at the next meeting of the legislature for ap- 
proval. The funds would be spent to modernize 
buildings now antiquated and to erect new build- 
ings which would provide 400 additional beds. 


ae 


Los Angeles, California—A new $300,000 wing 
is to be added to the Santa Fe Coast Line Hos- 
pital, Los Angeles, California. The building will 
be six stories in height and will accommodate 
various hospital units and provide 87 additional 
beds. 


——_——___—_ 


San Francisco, California—Plans for construc- 
tion of a new $350,000 Hahnemann Hospital in 
San Francisco by the Homeopathic Foundation 
of California has been announced. The proposed 
hospital will accommodate 80 beds and will in- 
clude a surgical department with two operating 
rooms and a complete maternity department. 


—_——. 


Denver, Colorado—If the terms of the will per- 
mit, the Chucovich bequest of $100,000 for a 
Speer memorial will be used to build an addition 
to the Denver General Hospital. 


——~<___ — 


Wilmington, Delaware—The new 250-bed Del- 
aware Hospital to be built in Wilmington will be 
so designed that it may be increased by an addi- 
tional 100 beds by adding one floor to the entire 
structure and a wing on the corner of the L. 
These factors are being taken into consideration 
in designing the contemplated structure. 


—_ >. 


Macon, Georgia—Approval has been given by 
the state engineers for the Macon Hospital im- 
provement project. Plans and specifications for 
the job have been sent to Washington for final 
approval. Cost of the project is said to be 
$65,000, of which $35,000 will be supplied by 
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THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only 
members carefully selected for the particular po- 


sition are notified of vacancies. 


Write the 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 
Chicago, Illinois 
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HOSPITAL’S uniforms—whether of 

staff, nurses or other representatives— 
are the apparent measure of its standards 
and services. A good hospital, and good 
personnel, deserve good uniforms . . . Mar- 
vin-Neitzel Uniforms. 


Marvin-Neitzel Corporation 


Everything from Cloth 
For the Hospital and School of Nursing 


TROY Since 1845 NEW YORK 
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A COMPLETE STOCK 


What you want is here, 
when you need it... 
over 6,000 items, each 
especially chosen for 
hospital service... fair- 
ly priced and guaran- 


teed unconditionally. 


WILL ROSS, Inc. 


Wholesale Distributors and Manufacturers 
of Hospital Supplies 


3100 W. Center St., Milwaukee, Wis. 

























A GREAT FAVORITE 


Snowhite Operating Gowns are favored by hospital 
executives and staff members. The superintendent, 
the surgeon, the nurse, the laundry-manager, the 
housekeeper—each has his own reasons for this 
preference. 

They meet every practical requirement and estab- 
lish new records for “long time” service and 
economy. 

Style No. 4240, illustrated above, may be had with 
plain sleeves or stockinette cuffs. 

Hospital executives are invited to write for detailed 
information. 


Lae Garment Mfg. Co. 
; 2880 N. 30th Street » Milwaukee, Wisconsin 
TAILORED UNIFORMS 
and HOSPITAL APPAREL 


Member, Hospital Exhibitors’ Association 





WPA and the remainder by local sources. Con- 
struction is expected to begin on March 1, and 
will require six months for completion. 


——<—>—_— 


Des Moines, Iowa—Plans are being discussed 
for an addition to the Broadlawns Tuberculosis 
Hospital at Des Moines, Iowa. According to 
tentative plans, the construction work will cost 
$450,000. 


ee 


Mount Pleasant, Iowa—Work is progressing 
on the new building at the Mount Pleasant, Iowa, 
State hospital for the insane which will replace 
the section destroyed by fire in August, 1936. 
The total cost of the building and the equipment 
will be nearly $430,000. 


<> 


Owensboro, Kentucky—Plans are being com- 
pleted for a $250,000 addition to the Owensboro 
and Daviess County Hospital at Owensboro, Ken- 
tucky. The hospital is expected to be ready for 
occupancy by 1939. 


—__———. 


Henryton, Maryland—Work has started on the 
new $320,000 addition to the Negro branch of 
the Maryland Tuberculosis Sanatorium at Henry- 
ton, Maryland. The addition consists of a large 
wing of three stories, offices and laboratories, a 
power house and a new staff house. It was made 
possible by two grants by the General Assembly, 
one for $50,000 and another for $270,000. The 
hospital is training its own staff of colored nurses 
to treat tubercular patients. The course covers 
two years. If the nurse wishes to become a 
registered nurse, she must study an additional 
year elsewhere. 


> 


Pittsfield, Massachusetts—Plans are being made 
for an additional wing to be built to the House 
of Mercy Hospital, Pittsfield, Massachusetts. The 
proposed new wing, which it is estimated will cost 
$250,000, will be a memorial to Dr. Bruce W. 
Paddock, Dr. Paddock, until his death in 1936, 
was chief of staff following a long term as head 
of the medical department. 


—_———— 


Alma, Michigan—The new addition to the 
Smith Memorial Hospital, Alma, Michigan, will 


Snowhite Garment Mfg. Co., 2880 No. 30th St., Milwaukee, Wis. be completed and opened to the public in the very 
Gentlemen: near future. 


We are interested in your Operating Gowns. You may 


send us 


O) Swatches O Prices O Sample Gown > 


Crystal Falls, Michigan—The city attorney of 
Crystal Falls, Michigan, has been authorized to 
draft a resolution setting forth the need for a 
municipal hospital. Tentative estimates of the 
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cost of the proposed hopital are from $35,000 
to $45,000. 


an 


Pinckney, Michigan—When the Pinckney San- 
itarium is closed, Pinckney, Michigan, will be 
without medical service for the first time in 100 
years. Since the death of Dr. Claude Sigler who 
conducted the Sanitarium no permanent physician 
has located in Pinckney. 






a 


Carthage, Missouri—The sum of $23,176.30 has 
been pledged in the $70,000 campaign to build 
a new Stone Memorial Hospital at Carthage, 
Missouri. 







Atlantic City, New Jersey—A campaign is be- 
ing conducted to raise $1,250,000 to build a new 
fireproof building to house the. Children’s Sea- 
shore House for Invalid Children at Atlantic City. 





> 






Newark, New Jersey—The new wing of the 
Hospital of St. Barnabas and for Women and 
Children, Newark, New Jersey, was opened for 
the care of patients recently. Besides building 
and equipping the new building the old building 
has been renovated and equipped with new fea- 
tures. The entire project cost more than $500,- 
000. 
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Philadelphia—Several large bequests were left 
to Philadelphia medical institutions in the will 
of Arthur H. Lea, a retired partner of the med- 
ical publishing firm of Lea and Febiger, who 
died January 7. The Children’s Hospital is to 
receive $100,000 to establish an orthopedic de- 
partment, Jefferson Medical College will receive 
$50,000 for research on streptococcic infections, 
and Pennsylvania Hospital and the College of 
Physicians of Philadelphia will receive $50,000 
each. 





















—__<>__—_- 











Paris, Texas—The George Griffiths Memorial 
Hospital for Children, Paris, Texas, made possi- 
ble by a gift of $25,000 and the building site pro- 
vided in the will of Mrs. Mollie Griffiths, was 
dedicated February 13. 


The hospital will provide facilities for the treat- 
ment of children up to fifteen years of age. It 
was designed by Will H. Lightfoot, architect, with 
Dr. William H. Walsh as consultant. 


The new children’s hospital will be a unit of 
the Paris Sanitarium. Dr. L..P. McQuiston will 
be the chief surgeon and medical director. 
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SPRING! With budding trees and singing 
birds and expiring tonsils! 

SPRING! With purple violets and yellow 
narcissi and painful appendices! 


SPRING! With warm breezes and flowing 


sap and running noses! 


YEP! THAT'S SPRING! 


It’s the season for all these things and it’s the time 
of year when doctors and hospitals do something 
about them. And doing something usually involves 
the use of compressed air or suction in some form 
or other. When you need 


COMPRESSED AIR 


for spraying, atomizing, powder blowing or 
etherizing—and when you need 


SUCTION 


for aspiration, hyperemia or evacuation, 


USE A POWERFUL 


TITAN 


AIR and SUCTION OUTFIT 


Complete with tubing, atomizer, cord and switch—a 
dependable rotary pump with a 1/6th H. P. rubber- 
mounted motor. A remarkable value made possible 
only by modern production methods. As illustrated 


$3500 
IOCHER’S 


THE MAX WOCHER & SON CO, 
QUALITY SURGICAL EQUIPMENT 
29-31 W. 6th Street Cincinnati, Ohio 
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